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FILLING ALL NEEDS 


in a wide range of laboratory procedures... 


CULTURE MEDIA 


Dehydrated e Prepared in Tubes and Bottles 
e@ Peptones and other Culture Media Ingredi- 
ents e RIMSEAL Sterile Disposable Plated Media 


LABORATORY APPARATUS 

BREWER Automatic Pipetting Machines e Anaer- 
obic Jars e Petri Dish Boxes e Slide Staining 
Racks e Culture Tube Cabinets e Bacteriolog- 
ical Display Racks e Tube Rotators e Dilution 
Bottle Shakers e Metal and Anaerobic Petri 
Dish Covers 


MICROBIAL SUSCEPTIBILITY TEST ITEMS 
SENSI-DISC antimicrobial discs e Automatic 
SENSI-DISC Dispenser 


MISCELLANEOUS 


Stains e Indicators e Chemicals e Carbohy- 
drates e TAXO Discs for Microbial Differentia- 
tion e xitit Ampules for Sterilization Control 
e Disposable Polyethylene Lab Gloves e Fluo- 
rescein Isothiocyanate e Penicillinase e Ceph- 
alin Cholesterol Antigen 
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“The experience to date with 
eriseofulvin has been so promising 
lor the management of Microsporum 
audoutt, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 
fections of the scalp.” 
Supplied: Futvicin Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 


complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY $-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 


NEW and the 


FIRST of its Kind— 


Chronic Disease and 
Rehabilitation 


—A Program Guide for State and 
Local Health Agencies — 


A skillful and thoughtful blending 
of past and current knowledge of 


the chronically ill. 


A presentation of the epidemiologi- 
cal approach to health and chronic 


illness. 


A summation of our know-how in 
averting chronic disease, halting its 
progression or limiting its resultant 
disability through community serv- 


ices. 


A stimulant for the development of 
new and significant public health 


programs. 


A “first” edition which will speed 


advances in many communities. 


Prepared by the Program Area Committee 


on 


Disease and Rehabilitation, 


Chronic 


American Public Health Association, Lester 
Breslow, M.D., Chairman 


116 Pages 


$2.50 


Order from 


American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 
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Top-rated 

topical for your 
treatment table... 
for your 
prescription use 


EFFECTIVE AND SAFE FOR CUTANEOUS BACTERIAL 
INFECTIONS—/ mpetigo and pyoderma respond- 
ed promptly to FurRAcIN: “treatment was usu- 
ally necessary for only several days or one 
week at most.” There was a low incidence of 
hypersensitivity: only 1 reaction among the 92 
Furacin-treated patients with these conditions. 
Application of Furactn to infected, chronic 
leg ulcers, “previously resistant to many types 
of treatment, was attended by marked clear- 
ing of the infection and healing of the ulcera- 
tions without any adverse reaction.” 


In the over-all group of 212 dermatologic 
patients, Furacin (Soluble Dressing, Cream 
or Solution, applied three times daily) was 
also successful in treating furunculosis, folli- 
culitis, pustular acne, sycosis vulgaris barbae, 
and ecthyma. Hypersensitivity may be mini- 
mized by limiting application to “the recom- 
mended five-to-seven-day period,” particularly 
“in lesions overlying a large, active vascular 
bed... .” 


Weiner, A. L., and Fixler, Z. C.: J.A.M.A. 169:346, 1959. 


e broad bactericidal range includes certain 
stubborn staphylococcal strains @ has not de- 
veloped significant resistance @ nontoxic and 
nonirritating @ does not retard epithelization 
@ low sensitization rate @ stable and long- 
acting, even in exudates 


<1 


e@ Soluble Dressing @ Soluble Powder 
@ Solution @e Cream @ HC Cream (with 
hydrocortisone) @ and other special 
formulations for every topical need 


brand of nitrofurazone 


((aton)) Division of The Norwich Pharmacal Company 
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BRAND OF PRIMIDONE 


IN EPILEPSY 


CLEAR EXPRESSION OF CONTROL 


44The most important drug to be introduced in recent years... 
This is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value 
in the handling of intractable cases of grand mal epilepsy.#9* 


Employed alone or in combination, intractable to maximal doses of other anti- 
"Mysoline” exhibits dramatic effective- convulsants. Virtual freedom from toxic re- 
ness, often where epilepsy has remained actions is assured by a wide safety margin. 
*Forster, F. M.; Wisconsin M. J. 58:375 (July) 1959. Literature and biblidgraphy on request 

5 Sy AYERST LABORATORIES NEW YORK 16, N. Y. * MONTREAL, CANADA 


e 
a s_  Mysoline” is available in the United States by arrangement with Imperial Chemical Industries, Ltd. 
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THERAPEUTIC INDEX \%%) 


‘MYSOLINE:? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control of grand mal and 
psychomotor seizures. 


Usual Dosage: Patients receiving no other 
anticonvulsants — Adults and Children 
(over 8 years): 1 tablet (0.25 Gm.) 

daily (preferably at bedtime) for 1 week. 
Increase by 1 tablet daily each week, until 
control. Dosage exceeding 2 Gm. daily 
presently not recommended. Chi/dren under 
8 years: Order of dosage same as for 
adults, but start with 2 tablet (0.125 Gm.) 
daily and increase by '4 tablet daily each 
week, until control. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


Patients already receiving other anti- 
convulsants— Adults and Children 

(over 8 years): 0.25 Gm. daily, and 
gradually increased while the dosage of the 
other drug(s) is gradually decreased. 
Continued until satisfactory dosage level is 
achieved for combination, or until other 
medication is completely withdrawn. 
Children under 8 years: \nitially one-half 
the adult dose, or 0.125 Gm. daily. Gradual 
increases and decreases as described in 
adult regimen. (Where a smaller starting 
dose is required, use 50 mg. tablet.) 


When therapy with ‘“‘Mysoline”’ alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on “‘Mysoline."’ The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline”’ is continued.) 
As with any drug used over prolonged periods 
of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline’’ Tablets — 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—*“Mysoline”’ Tablets — 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘‘Mysoline”’ 
Suspension — Each 5 cc. (teaspoonful) 
contains 0.25 Gm. of Primidone, in bottles 
of 8 fluidounces. 
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POWERS 


COMPLETE CASE 
FINDING SERVICE 


For more than 25 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor’s 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
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MORE RAPID PROTECTION 

PURIVAX Poliomyelitis Vaccine provides earlier establishment of immunity in 

a significant proportion of patients. Studies have shown that, after 

only two doses of the recommended three-dose series, 98 to 100 per cent of patients 
are immune to Type I ( Parker), 97 to 100 per cent are immune to 

Type II, 92 to 100 per cent are immune to Type III."* 


GREATER SAFETY 


PURIVAX Poliomyelitis Vaccine induces high antibody titers against all three types of 
poliomyelitis virus. Moreover, the highly virulent Mahoney strain of Type I 
has been replaced by the less virulent Parker strain for even greater safety. 


INCREASED PURITY 


Antigen of monkey kidney origin is not detectable serologically —the 


possibility of allergic sensitization is thus minimized. 


The high degree of purity of PURIVAX Poliomyelitis Vaccine makes 
possible the use of precise physical and chemical methods of standardization: each 


milliliter contains a uniform weight of inactivated-virus antigen. 


POLIOMYELITIS VACCINE,PURIFIED 
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polio immunization 


After Only TWO Injections 


Percentage of Patients Showing Immunity to Each T 


TYPE I 
POLIOMYELITIS VACCINE 
(COMMERCIAL SALK) 


TYPE II 
POLIOMYELITIS VACCINE | 
(COMMERCIAL SALK) 


TYPE 
POLIOMYELITIS VACCINE 
(COMMERCIAL SALK) 46% 


50% | 


oO 25% 50% 


Dosage and Administration: It is recommended that three injec- 
tions (intramuscular or subcutaneous) of 0.5 cc. each be given, 
with an interval of 4 to 6 weeks between the first and second 
injection. The third injection should be administered 7 months 
or more after the second injection. 

The preferred procedure is to complete immunization before the 
season when poliomyelitis characteristically increases. However, 
the vaccine may be administered throughout the summer season. 
Special circumstances such as exposure to the disease, tonsillec- 
tomy, or trauma are not considered contraindications. 

Supplied: 2-cc. vials (4 doses). 

Before prescribing or administering PURIVAX, the physician 
should consult the detailed information on use accompanying 
the package or available on request. 


75% 100% 


1. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., 

Riley, H. D., Jr., and Huang, N.: Investigation 
into the development and clinical testing of 

a poliomyelitis vaccine containing standardized 
amounts of purified poliomyelitis virus antigens, 
1960 Symposium on Polio Vaccines, Newark, 
New Jersey, April 20, 1960. 


2. Hilleman, M. R., Charney, J., Tytell, A. A., 
Weihl, C., Cornfeld, D., Ichter, J. T., 

Riley, H. D., Jr., and Huang, N.: Progress 

in the Development of a Purified Poliomyelitis 
Vaccine, presented at the Fifth International 
Poliomyelitis Conference, Copenhagen, 
Denmark, July 27, 1960. 


Dp MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


PURIVAX is a trademark of Merck & Co., Inc. 
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Beckman lists tetracycline as an effective 
antibiotic in obstetric prophylaxis, pertussis, 
staphylococcal pneumonia, urinary tract infections, 
bronchiolitis, and other infectious diseases. 
Nathan’ found tetracycline uptake enhanced in its 
“extremely well tolerated Cosa-Tetracyn form. 


1. Beckman, H.: Drugs -Their Nature, Action 


and Use, Philadelphia, Saunders, 1958. 2. e 
Nathan, L. A: Arch. Pediat. 75:251, 1958. 0 a- a 
GLUCOSAMINE POTENTIATED TETRACYCLINE 


and deliciously orange-flavored Cosa-Tetrabon® 
Oral Suspension and Cosa-Tetrabon Pediatrie Drops. 


IN BRIEF 


Cosa-Tetracyn provides tetracycline with glucosa- 
mine for enhanced absorption. Mathieu et al.) have 
reported its ‘‘prompt antibacterial action and a 
broad range of antibacterial effectiveness with a 
remarkably low degree of toxicity." 


INDICATIONS: A wide range of infections due to sus- 
ceptible gram-positive and gram-negative bacteria, 
rickettsiae, large viruses and protozoa. 


ADMINISTRATION AND DOSAGE: The suggested minimum 
daily dosage for the average adult is 1 Gm. divided 
into four equal doses; proportionately less for 
children. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow 
overgrowth of nonsusceptible organisms — particu- 
larly monilia and resistant staphylococci. If this 
occurs, discontinue medication and institute indi- 
cated supportive therapy and treatment with other 


appropriate antibiotics. Aluminum hydroxide gel 
decreases antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are 
rare. There are no known contraindications to 
glucosamine. 


SupPLIED: Cosa -Tetracyn Capsules (black and white), 
250 mg. per capsule—bottles of 16 and 100. Half- 
strength (125 mg.) capsules (black and white) — 
bottles of 25 and 100. Cosa-Tetrabon® Ora/ Sus- 
pension—preconstituted, orange-flavored, 125mg./ 
tsp. (5 cc.), 2 oz. and 1 pt. bottles; Cosa-Tetrabon® 
Pediatric Drops —preconstituted, orange-flavored, 
100 mg./cc. (5 mg./drop), 10 cc. bottle with cali- 
brated plastic dropper. 


1. Mathieu, P. L., Jr., et al.: Rhode Island M. J. 42:172, 1959. 


More detailed professional information available 
on request. 
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ROLL TUBE 
METHOD FOR 
BACTERIA COUNT 


CONSOLIDATED LABORATORIES, INC. 


CHICAGO HEIGHTS, ILLINOIS, U.S.A. 


LOLAG, 


Within a decede, has suppianted the traditional Petri-dish technique 
for routine colony counts in medical, food, water, brewery and industria! 
labs the world over. Saves glassware and labor, practically eliminates 
contamination isk, offers unlimited scope for pra-preparation, indefinite 
storage, fielc use, mailing, etc. Accepted By the Amel Public 
Health Associetion (Standard Methods for the of Dairy 


Products, Edition). 


ASTELL ROLL TUBE SPINNER. Built-in 1/40th H.P. 
motor, noiseless drive, seven spinning positions. Novei 
multi-jet cooling device effects rapid setting of agar 
medium in even film after one minute spinning or less. 
Sturdy enameled aluminum. 


AZTELL COLONY ILLUMINA. 
TOR. Provides indirect shieiged light 
of 1/4th segment of bottle for clear, 
even Hiumination of colonies. Retract- 
able piano convex fens for full bin-~ 
ocular vision. 


ASTELL ROLL TUBE BOTTLE 
AND BACTERIOLOGICAL SEAL. 


PRODUCTS Streptococcus MG Agglutination Test + Cel- 
lulose Acetate Membrane Filters - |ONAGAR 

FOR THE No. 2 ¢ MULTIDISKS + FIBROS Test for Z 

LABORATORY Cystic Fibrosis »* Microbial Transport Kit 


Bottle (75 x 25 mm). Asteli seal of 
special non-toxic rubber vents auto- 
matically when bottles are heated for 
sterilization. Evaporation and contam- 
ination prec, 
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A recent independent study made by a 
professional consultant found in 10 out- 
standing college food, nutrition, and 
health textbooks that, without excep- 
tion, among other breakfasts, a basic 
cereal breakfast, mostly based on the 
Iowa Breakfast Studies* appeared in 


NOILIYLON 


every textbook examined. 

These studies, originated in 1948 by 
the College of Medicine at the State 
University of Iowa, demonstrated that 


an adequate breakfast was beneficial, 
whereas previously only opinion 


prevailed. 


*A Summary of the Iowa Breakfast Studies, published by Cereal Institute, Inc., May 1, 1957. 


CEREAL INSTITUTE, INC. 


135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 


cereals are low in fat 


: 


during hospitalization and 
throughout convalescence 


in the hospital... 

By the time a patient reaches the hospital —what- 
ever his illness—undernourishment is sometimes 
a complicating factor. Sustagen helps such pa- 
tients by supplying a therapeutic diet of carefully 
controlled, essential nutrients.'? It helps promote 
good nutrition and hasten convalescence.' 


Sustagen makes the nursing job easier because 
it is palatable® as a beverage and well tolerated 
by tube.! 


in the home... 

The convalescent at home is more likely to hold 
or increase his nutritional gains with Sustagen. 
Economical and palatable, each glassful adds 390 
calories to the diet, including 23.5 Gm. pro- 
tein, 3.5 Gm. fat, 66.5 Gm. carbohydrate, plus 
important quantities of all essential vitamins 


and minerals. 
references 
(1) Pareira, M. Conrad, E. J. Hicks, W., and Elman, R.: 


J.A.M.A. 156:810-816 (Oct, 30) 1954. (2) Winkelstein, A.: Am. 
J. Gastroenterol, 27:45-52 (Jan.) 1957. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 
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HOW CAN THE FULL POTENTIAL 
OF ORAL THERAPY BE REALIZED? 


Diabinese’ 


BRAND OF CHLORPROPAMIDE 


the oral antidiabetic 
most likely to succeed 


The superior effectiveness of chlorpropamide (DIABINESE) 
is indicated not only by its success in many of the patients: 
in whom tolbutamide has failed,’ but also by its ability to: 
maintain effective control even when carbohydrate intake Z 
increased because ofa more liberal diet? Underscoring this su- | 
periority in oral therapy, Hamwi and Skillman’ observe that. 
in diabetics suitable for sulfonylurea therapy, DIABLNESE; ‘with 
its more constant blood levels and slower degradation w ould 
appear to be the choice in patients predictably less likely to) 
respond because of a clinically more severe state of diabetes. 


°. Editorial (A.A.A.) New York J. Med. 59:4130, 1959. 2. Bléch, J., and Lenhardt, A.: Ann. New York Acad. 
Se. 74:954, 1959. 3. Hamwi, G. J., and Skillman, T. G.: Postgrad. Med. 27:687, 1960. 


FOR MAXIMAL ASSURANCE OF CONTINUOUS BLOOD- 
SUGAR CONTROL WITH ORAL THERAPY— DIABINESE 
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to realize the full potential of oral therapy 


to replace or reduce insulin dosage 


to ensure control where diet alone has failed 


IN BRIEF \ 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar 
permitting economy and simplicity of low, 
once-a-day dosage. Moreover, DIABINESE often 
works where other agents have failed to give 
satisfactory control. 


INDICATIONS: Uncomplicated diabetes mel- 
litus of stable, mild or moderately severe non- 
ketotic, maturity-onset type. Certain ‘‘brittle’’ 
patients may be helped to smoother control 
with reduced insulin requirements. 


ADMINISTRATION AND DOSAGE: 
Familiarity with criteria for patient selection, 
continued close medical supervision, and ob- 
servance by the patient of good dietary and 
hygienic habits are essential. 


Like insulin, DIABINESE dosage must be regu- 
lated to individual patient requirements. Aver- 
age maintenance dosage is 100-500 mg. daily. 
For most patients the recommended starting 
dose is 250 mg. given once daily. Geriatric 
patients should be started on 100-125 mg. daily. 
A priming dose is not necessary and should 
not be used; most patients should be main- 
tained on 500 mg. or less daily. Maintenance 
dosage above 750 mg. should be avoided. Before 


| initiating therapy, consult complete dosage 


information. 

SIDE EFFECTS: In the main, side effects, 
e.g., hypoglycemia, gastrointestinal intoler- 
ance, and neurologic reactions, are related to 
dosage. They are not encountered frequently 
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on presently recommended low dosage. There 
have been, however, occasional cases of jaun- 
dice and skin eruptions primarily due to drug 
sensitivity ; other side effects which may be 
idiosyneratic are occasional diarrhea (some- 
times sanguineous) and hematologic reactions. 
Since sensitivity reactions usually occur within 
the first six weeks of therapy, a time when the 
patient is under very close supervision, they 
may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be dis- 
continued. 


PRECAUTIONS AND CONTRAINDICA- 
TIONS: If hypoglycemia is encountered, the 
patient must be observed and treated con- 
tinuously as necessary, usually 3-5 days, since 
DIABINESE is not significantly metabolized and 
is excreted slowly. DIABINESE as the sole agent 
is not indicated in juvenile diabetes mellitus 
and unstable or severely ‘‘brittle’’ diabetes 
mellitus of the adult type. Contraindicated in 
patients with hepatic dysfunction and in dia- 
betes complicated by ketosis, acidosis, diabetic 
coma, fever, severe trauma, gangrene, Ray- 
naud’s disease, or severe impairment of renal 
or thyroid function. DIABINESE may prolong the 
activity of barbiturates. An effect like that of 
disulfiram has been noted when patients on 
DIABINESE drink alcoholic beverages. 


SUPPLIED: As 100 mg. and 250 mg. scored 
chlorpropamide tablets. 


More detailed professional information avail- 
able on request. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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BETA CAROTENE 


IN THE SPOTLIGHT 


Colors call to your appetite. some foods are naturally at- 
tractive in color. Some must be made so. For example, butter and margarine 
must be a good yellow for widest appeal. 


f Making foods look better, making them taste better, making them 
- : nutritionally more valuable are practices everyone accepts and 
expects. Food processors now add pure, safe beta Carotene Roche 

Ry to give natural yellow color, plus vitamin A value. 


Beta carotene is a safe color. Beta carotene is one of nature’s own coloring agents. 
It has been consumed in foods for thousands of years. Beta carotene is officially 
accepted as a food coloring in the U.S.A., Great Britain, Switzerland, and many 
other countries. Health, too, is served by beta carotene. Being a provitamin, it 
contributes vitamin A value. Beta Carotene is the color that nourishes. 


oe aa A Look for the words: “Colored With Beta Carotene” on the labels 
a “~~ of foods you buy, such as margarine, shortening, lard, butter, 
ia cheese, salad and cooking oils, confections, yellow baked goods, 
— beverages, and ice cream products. You can be sure that the food 
BETA CAROTENE processors who use beta carotene have your good health in mind. 


More information about beta carotene, in an interesting brochure, is yours for 
the asking. Just write to the Department of Education at the address below. 


The Roche Technical Department is ready to help you with any problems you may 
have if you make pharmaceuticals or process foods. There is no obligation, of course. 


FINE CHEMICALS DIVISION * HOFFMANN-LA ROCHE INC. « wurity 10, NEW JERSEY 


Roche Research and Roche Products Preserve and Protect the World's Health 


es 2 ROCHE ROUND THE WORLD SF 


AFFILIATE MPANIES: BASEL * BOGOTA * BOMBAY * BRUSSELS * BUENOS AIRES * GRENZACH (GeRmany) 
STANB * JOHANNESBURG ° INDON * MADRID * MEXICO CITY * MILAN © MONTEVIDEO * MONTREAL 


PARIS * RIO DE JANEIRO * STOCKHOLM © SYONEY * TOKYO © AGENCIES IN OTHER COUNTRIES 


ROCHE ©1060 H-LR, INC 


xvill VOL. 51, NO. 5, A.J.P.H. 


| 
| 
| 
| 
| 


EXAMPLE OF THE EXP 


| 


Each size of KIMAX serological pipets (#37034 and #37034-A for 
cotton plugging) is coded with its own identifying color band. 


COLOR-CO DED for foolproof size identification 


... yet these new KIMAX pipets cost no more 


Now, from Kimble, a new * Color bands last as long as i 
standard for the industry .. . the pipet : ' 
CoLor-CopDED SEROLOGICAL New carton design offers ... | 
Piprets! * Easier opening .. . instantly 
discharges entire contents 

Each size now coded with * Pipets ready for instant use 
its own distinct color band ... no individual wrappers j 

* Space saving on shelves and 


in storage All Kimble color-coded pipets ; 


Want more information? 7 shipped in convenient, time- 
saving cartons. 


of te Write Kimble Glass Com- f 


selection in laboratory or pany, Dept. CC-1 (AJPH-5), 
stockroom Toledo 1, Ohio 


* ALL THESE NEW FEATURES AT NO EXTRA COST 


Immediate size identification 
Reduced sorting time after 
washing 
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KIMBLE LABORATORY GLASSWARE Owens-ILLINOIS 
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CARIOGENIC 
ACTIVITY 


Recent dental research confirms the importance of the time 
factor in estimating caries potential. How long are food- 
stuffs retained in the mouth? This is the critical question— 
and not, as long supposed, the quantity consumed. 

Dental research’ ** now makes it apparent that liquids, 
precisely because they pass quickly through the mouth, 
leaving only minimal residue on gums or teeth, provide 
little opportunity for caries producing activity. Explicitly, 
soft drinks are found to have virtually no relationship to 
oral conditions involved in the acidogenic theory, and may 
be fully enjoyed. Their taste appeal encourages needed 
liquid intake. They provide quick energy pickup and ready 
refreshment, which is their primary purpose. 


1 Shaw, Jas. H., Caries-producing Factors: A Decade of Dental 
Research, J. Am. Dent. A., 55:785 (Dec.) 1957. 

* Ludwig, T. G., and Bibby, B. G., Acid Production from Differ- 
ent Carbohydrate Foods in Plaque and Saliva; Further Ob- 
servations Upon the Caries-Producing Potentialities of Various 
Foodstuffs, J. Dent. Research, 36:56 (Feb.) 1957. 

* Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their 
Caries-Producing Potentialities, J. Am. Dent. A., 51:293 (Sept.) 
1955. 


American Bottlers of Carbonated Beverages 
Washington 6, D. C. 


VOL. 51, NO. 5, A.J.P.H. 
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IN BRIEF i 


Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preferably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viocin is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision of the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manii~<tations 
of streptomycin and VIOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


supPLiED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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NEW. . . for more effective 


VID therapy 
BICILLIN 


New potent treatment usually controls VD infections in males as well as the difficult- 
to-manage infections in the female. BICILLIN P+ A-B contains procaine penicillin G, 
1,200,000 units, which offers high therapeutic blood levels, and BICILLIN, 1,200,000 
units, which produces long-lasting penicillin blood levels lasting 3-4 weeks. 


INJECTION 


Offers these advantages 
. when patient has been treated, only pre- 
therapy contacts need be located and 
checked during the 3-4 week antibiotic pro- 
tective period acquired by the patient 


. may abort early syphilis in mixed infections 


. is especially useful in community control of 


acute gonorrhea 
Higeth 
® 
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SINGLE-DOSE DISPOSABLE SYRINGE 
INJECTION 


BICILLIN® P-A-B 


Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension, Wyeth 


FOR DEEP INTRAMUSCULAR INJECTION ONLY 


Clinical Application. The height and duration of blood 
levels obtainable with BictLLin P*A*B make this preparation 
suitable for the treatment of many penicillin-susceptible 
infections. Blood concentrations avera; 5.39 units per ml. 
at 3 hours, 0.414 units per ml. at 48 hours, and 0.11 units 
per mil. at 8 days.' 


Control of Gonorrhea. BiciLtin PeAeB is especially 
useful for the community control of acute gonorrhea. 
Clinical evaluation in five VD clinics resulted in failure 
rates within 4 weeks of 2% or less in both sexes. Not only is 
the acute infection cured, but also the BiciLLIN component 
establishes a penicillin protection period of 3 to 4 weeks, 
during which epidemiological contacts may be located and 
brought to treatment. The use of Bicillin Injection for the 
treatment of acute gonorrhea has been reported.**** 


In gonorrheal comeionioas such as arthritis and epididymi- 
tis, a single dose of BictLuin P*AeB is usually adequate. 


In cases of gonorrhea in which syphilis is also present, ad- 
ministration of penicillin may prevent the appearance of the 
chancre and thus mask the first evidence of syphilis. This is 
not to be falsely construed as benefiting the syphilis. Cases 
with a suspected primary lesion should have darkfield exam- 
inations to verify or exclude syphilis before receiving peni- 
cillin, and bl serology should be done monthly for at 
least 3 months. 


Precautions. Note: Allergic reactions to penicillin 
may occur. The physician should have readily available 
resuscitative drugs for emergency use. Bic1LLIn Pe should 
not be used in patients sensitive to procaine; a skin test is 
recommended to rule out such sensitivity. If sensitivity 
develops, appropriate measures should be taken. The use of 
antibiotics may result in the overgrowth of non-susceptible 
organisms; therefore, constant observation is essential. 


Deep intramuscular injection in the upper quadrant of the 
buttock is preferred. Care should be taken to avoid accidental 
intravenous administration of penicillin. 


Supplied. Each disposable syringe INsECTION BicILLIN P*AeB 
contains, in a volume of approximately 4 cc., 2,400,000 units 
of penicillin comprising: 1,200,000 units benzathine peni- 
cillin G, and 1,200, units procaine penicillin G in a 
Stabilized aqueous suspension with 0.09% methylparaben 
and 0.01% propylparaben as preservatives. 


References. 1. Wright, W.W.; Welch, H.; Wilner, J., and 
Roberts, E.F.: Body fluid concentrations of penicillin follow- 
ing intramuscular injection of single doses of benzathine 
penicillin G, and/or procaine penicillin G. Antibiotic Med. & 
Clin. Therapy 6:232 (April) 1959. 


2. O’Brien, J.F., and Smith, C.A.: Preliminary evaluation of 
N, N'dibenzylethylenediamine dipenicillin G in acute gonor- 
rhea in the male. Am. J. Syphilis, Gonorrhea, Venereal Di 
eases 36:519 (Nov.) 1952. 


3. Hookings, C.E., and Graves, L.M.: Benzathine penicillin 
G amg control of gonorrhea. Antibiotics Ann. 1956/57 
p. ‘ 


4. Takos, M.J.; = L.W., and Cato, T.E.: Long-acting 
icillin in gono control. U.S. Public Health Repts. 
'2:976 (Nov.) 1957. 


5. Schamberg, I.L.; Kalodner, A., and Lentz, J.W.: Antibiotic 
quarantine of gonorrhea 1. Effect in females. Brit. J. Vene- 
real Diseases 34:24 (March) 1958. 

Although infrequent, adverse reactions to many modern 
drugs may occur. For further information on limitations, 
administration and prescribing of BiciLLiIn PeAeB, see 
descriptive literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 


icult- 
in G, | 
0,000 
tag 
and 
pro- 
oth 
/ 


For photomicrography 
and simultaneous obser- 
vation, binocular photo 
tube “FS” is available 


the 
laboratory 


microscope 
which 


fulfills 
research 
requirements 


the new LEITZ LABOLUX Illa 


The Leitz Labolux IIIa is a new laboratory microscope with built-in illumination and the famous 
Labolux ball-bearing focusing control, which combines both coarse and fine focusing in a single 
knob, Available with a wide variety of accessories, the Labolux IIla is recommended for all routine 
laboratory work and, in addition, can be equipped to fulfill the most exacting research. 

A variety of interchangeable tubes is available: monocular, binocular or trinocular (binocular 
viewing plus photo tube for photomicrography). Tubes can be rotated 360° so that the Labolux IIIa 
may be faced away from the observer, for increased accessibility to all controls and to the object 
stage, and to make “conference-viewing” by two consultants more convenient. 

Among the condensers available are the Abbe type, the Berek 2-diaphragm condenser, and condensers 
for phase contrast and dark field observations. The Labolux Illa is readily adapted to fluorescence 
microscopy by addition of the Leitz fluorescence accessories. The large stand, in a new contemporary 
design, is constructed for a lifetime of use with fatigue-free operation and precision performance. 
All controls, including the knobs for the mechanical stage, are in a low convenient position. High- 
power objectives have spring-loaded mounts for prevention of damage to lenses and slides. 


LABOLUxX Illa, Model S 25/95 


¢ inclined binocular tube S with knurled knob to adjust for proper interpupillary distance e built-in 
mechanical stage #25 two-lens condenser #95 ¢ substage unit with rack and pinion focusing accepts 
sleeve-type condensers ¢ quadruple nosepiece with achromats 3.5X, 10X, 45X and 100X oil immersion, 
the last two having spring-loaded mounts ¢ paired 10X wide-field zyepieces ¢ horizontal carrying case 
e 3-step transformer, 6 V., 2.5 Amp. 


For literature and/or a personal demonstration in your laboratory, write: Dept. PA-5 


©. LEirz, INC., 468 PARK AVENUE SOUTH, NEW YORK 16, N. Y. 
Oistributers of the wortd-famous products of 
Ernst Leitz G.m.b.H.,. Wetztiar,. Germany-—Ernst Leitz Canada Ltd. 
LEICA CAMERAS - LENSES - PROJECTORS . MICROSCOPES - BINOCULARS 
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SINGULARLY EFFECTIVE 
IN A SINGLE DOSE 


| Ke prev T erape tic re wr req ed 
tf vorn Te Ww f 
venting. spread of infectior 
N Wy pte 1 we to ted. 
f aft POVAN is also favored for its 
reduction both of the duration and cost of treatment 


oz. bottles and the 


; pyrvinium pamoate equivalent 


se per cc. The sugar-coated 


on ent ton 


to annre 
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the trointestinal tract 


} reported. Tablets 
e to avoid staining teeth 
PARKE-DAVIS 
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Po | 
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Supplied: PovaN is available in suspension or tablet 
The ant-tasting, strawberry-flavored sus- 
1 in 2-07. tablets in 
f 
The suspension contain 
pyrvinium pamoate g. 
’ n base. [ 1ge: Childr sin- 
absorbed from 
nfrequent 4 
atactin complaint 
brig d 
PARKE. DAVIS & COMPANY. 22. Michigan 
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Lederie—where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition Antirabies Serum 

of constant research to discover the new and im- Rabies Vaccine 

prove the old. A case in point: Lederle Smallpox Botulism Antitoxin 

Vaccine is now produced from vaccinia virus cul- Catarrhalis Vaccines 

tured in chic embryos—a radical change—for the Cholera Vaccine 

better—from the older calf lymph technique. The Diphtheria-Tetanus Toxoids 

result: an AVIANIZED® vaccine with lessened danger Gas Gangrene Antitoxin Polyvalent 

of excessive scarring or secondary infection... Influenza Virus Vaccine Polyvalent 

a superior vaccine for routine use...and far Mumps Vaccine 

more quickly obtainable in quantity to meet a Pertussis Vaccine 

public health emergency...Other Lederle immu- Poliomyelitis Immune Globulin 
nologic agents— Rocky Mountain Spotted FeverVaccine 
Staphylococcus Toxoid 

Tetanus Antitoxin 

Tetanus-Gas Gangrene Antitoxin 
Tetanus Toxoids 

TRI-IMMUNOL®* Diphtheria-Tetanus Toxoids 

and Pertussis Vaccine 
Typhoid-Paratyphoid Vaccine 

Typhus Vaccine 

POLLIGENS® Pollen Antigens Eastern 
POLLIGENS® Pollen Antigens Western 
Mixed Grasses 

Ragweed Combined 

Allergenic Extract Dust (House) 


nformation on indica 


autions and 
cations from y rLederle represer 

or write to Medical Advisory Department 
*Trademark 
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Can 
a plumber 
do a 
day’s work 
on 1200 
calories? 


The answer, of course, is “not for 
long.” For example, following 
diagnosis of diabetes, a 44-year- 
old plumber (5’8” and weighing 
147 lb.) had been put on a 1200- 
calorie diet to control glycosuria. 
When referred six months later, 
he had not been spilling sugar, 
but had lost 25 pounds and de- 
veloped progressive fatigability. 
Orinase, 0.5 Gm./day, was pre- 
scribed andhis diet was increased 
to 2800 calories to meet metabolic 
demands (125 Gm. protein; 300 
Gm. carbohydrate; 125 Gm. fat). 


Follow-up visits showed this 
progress: 


3 mo. Urineand blood sugaro.k. ; 
weight gain: 28 lb. Can 
work normally, feels gen- 
erally well. 

6 mo. Weight constant, control 
constant, no complaints. 

12 mo. Same. 
18 mo. Same. 
24 mo. Same. 

Diet-controlled diabetics who 
are underweight, tire easily, or 
have increased nutritional needs 
may merely be “getting by” on 
dietotherapy alone. These pa- 
tients —and others who experi- 
ence transient weakness or 
listlessness—can often be returned 
to near-normal activity by giving 
Orinase together with a more 
adequate diet. Orinase control of 
diabetes is notably smooth and 
stable; patients report a greater 
sense of well-being, an improved 


mood and outlook. 
Case data courtesy Henry Dolger, M.D. 


Ind t and effects T? cal indication for 
) t . e brings 


late to the « c ‘ the frequently 


on the basis of 


tinued drug administration. However, if the skin 
reactions persist, Orinase should be discontinued. 
c cal toxicity p> appears to be remarkably 
fr 


from gross ¢ toxicity 
ence a 


t contains 
rolbutamide eee 0.5 Gm. 
Supplied: In bottles of 


Orinase 


An exclusive methyl 
“governor” prevents 
hypoglycemia, The Upjohn 


Company 
< Kalamazoo 
Michigan 
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tolbutamide, Upjohn 
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‘WHERE 
YOU 
WANT 


MAXIMUM INFANT FEEDING VALUE PER DOLLAR 


When the budget is limited, there is an even greater demand for an infant feeding that is 
modest in cost yet insures the greatest possible nutritional quota. 


CONSIDER The Value and Low Cost of SIMILAC WITH IRON 
At only 27 cents per quart of feeding,* or less than a penny per ounce, Similac 
With Iron provides a sound, physiologic infant feeding plus prophylactic iron. 
COMPARE The Rising and Hidden Costs of Cow Milk Feedings 
Averaging above 27 cents per quart in more than half of major U.S. cities 
studied,** cow milk prices (fresh, home delivered) are rising monthly and 
have risen more than 30 percent since 1947-49.** And cow milk feedings are 
made even more expensive by the addition of vitamin, carbohydrate and iron 
supplements. 
SIMILAC WITH IRON, assuring 12 mg ferrous iron per quart of feeding, is the positive, eco- 
nomical protection from infant iron deficiency. Similac With Iron assures enough iron for 
first year growth demands and sets up stores for the second year. No added drops or supple- 
ments are required. 


3 


WHEN GROWTH BEGINS TO DEPLETE THE IRON RESERVE: 


SIMILAC WITH IRON’ 


AFTER THE FIRST TRIMESTER OF LIFE 
*Suggested retail price for Powder: 99¢ per pound can. **Department of Labor Statistics, October, 1960. 
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TIME 


Let a qualified 
consultant explain the 
advantages of the 
TIME Labeling 
procedure ... or write 
for new catalog. 


LABELS 


VINVE 


MAY, 1961 


for the complete . 
faboratory 


specimen collection label 


... the most versatile 
label available 
(self-sticking) 


to autoclaving 


TRANSFER WITHOUT... 


COSTLY MISTAKES 
LICKING 


Designed for speed and accuracy in the laboratory! 
Transfer identification from specimen-to-petri dish-to-in- 
cubation with only one no-lick label. Eliminate contact! 
Be safe ... be sure! 

Use pressure-sensitive TIME Labeling Tape . . . the new 
concept to modern labeling procedure. TIME TAPE ac- 
cepts pen, pencil, ball point or typewriter marking. It 
withstands temperatures from —120° to +250°. It holds 
firmly to glass, disposable plastic, china, etc. Permanent 
laboratory labels also available for non-expendables. 


PROFESSIONAL TAPE CO., INC. 
361C Burlington Ave., Riverside, Ill. 


DANGER OF INFECTIONS 
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ONE FOR THE 
ROAD BAGK: 


AN IMPORTANT AiD IN THE TREATMENT AND 
RENABILITATION OF THE PROBLEM DRINKER 


During and after an alcoficlic episode, Librium 


relieves anxiety, agitation-and hyperactivity, induces res\- 
ful sleep, awakens the patient's desire for solid food and 
helps to control withGrawal symptoms. The complica- 
tions of chronic including hallucinations and 
delirium tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the pa- 

tient more accessible, strengthens the physician-patient 
relationship and facilitates better adjustment to family 
and job. Librium therapy helps to reduce tle patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 


Consull Jiterature and dosage information, available on request, before prescribing. 


| LIBRIUM® Hydrochtoride methylamino- 
on of Hoffmann-La Roche tne. 5 -pheny!- 3-1 4-oxide hydrochtoride 
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averts hazards 
of 
“paralytic factor” 


faster 
development of 
antibodies 


” 


“excellent 
recall 


/ 


= safer 
rabies 
immunization 


RABIES VACCINE 
(DUCK EMBRYO) 


Dried Killed Virus 


Rabies vaccine of duck-embryo origin was 
developed by Eli Lilly and Company to elim- 
inate the “paralytic factor” present in vaccine 
made from brain tissue (Semple vaccine). All 
conventional vaccines of brain origin contain 
myelin, believed to be the causative factor in 
rabies treatment paralysis. Duck embryos con- 
tain little or none of the “paralytic factor.” 
Also, local reactions observed during clinical 
studies' were fewer and milder than those 
usually encountered with vaccine made from 
brain tissue. 


Clinically, it has been shown that rabies vac- 
cine of duck-embryo origin produces anti- 
bodies more rapidly than does the Semple 
vaccine.” 

Duck-embryo rabies vaccine gives excellent 
recall in persons previously immunized with 
Semple vaccine.’ 

Available in 7-dose packages (one-half com- 
plete treatment) at pharmacies everywhere. 


1. J. Lab. & Clin. Med., 45:679, 1955. 2. J.A.M.A., 173:333, 1960, 
3. New England J. Med., 263:1058, 1960, 
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SANITIZING AGENT 
PREPARED LIKE A 
FINE PHARMACEUTICAL 


® 


Phenol coefficient analyses bear out what 
experience has proved over the years . . . 
that Roccat, the original quaternary 
ammonium germicide, is an extremely 
powerful germicidal agent against a 
broad range of bacteria. Such tests show 
Rocca to have several hundred times 
the antiseptic power of phenol against 
Staphylococcus aureus, Eberthella ty- 
phosa, Escherichia coli, Streptococcus 
pyogenes, Streptococcus hemolyticus, 
Streptococcus viridans and other viru- 
lent organisms. 

Roccat is not only capable of destroying 
these pathogenic microbes but of de- 
stroying them rapidly. Comparative in- 


vestigations for rapidity found that 
Rocca destroyed test organisms of 
Staph. A. in less than | second whereas 
iodine, several mercurials and chlorine 
preparations destroyed only a fraction 
of the organisms within 5 minutes. 


A product of one of the world’s leading 
pharmaceutical manufacturers, Roccac 
is subject to testing at the manufactur- 
ing level, batch tested at Sterwin’s Con- 
trol Laboratories and tested a third time 
when the product is bottled. Rocca is a 
potent bactericide: highly stable, stain- 
less, non-irritating, virtually tasteless, 
odorless, non-corrosive and non-poison- 
ous in recommended dilutions. 


ROCCAL HAS HIGH HARD WATER TOLERANCE—550 ppm— Official Test Method 


Roccal’s New Field Test is an accurate and practical method 
of determining the strength of Roccal sanitizing solutions. 


Further technological information 
on Roccal, including New Field 

and es will be glad 
Subsidiary of Sterling Drug Inc. 


/ 
/ 1450 Broadway, New York 18, N.Y. 
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There are many chapters in the story of cereal 
food enrichment . . . and many still to be written. 
But the most important thus far is the “Quiet 
Miracle’”’—better health for all America—through 
better nutrition for all. 

Just 20 years ago, millers and bakers began en- 
riching their products with specified amounts of 
the three B-vitamins—thiamine, niacin and ribo- 
flavin—and with the mineral, food iron. Since that 
time, three nutritional-deficiency diseases related 
to lack of those vitamins—beriberi, pellagra and 
ariboflavinosis—have almost disappeared. Inci- 
dence of iron deficiency anemia has been reduced. 


ENRICHED... 

and whole wheat flour 
foods are listed among 
the “Essential Four" food 


groups set up by the U.S. 
Dept. of Agriculture's Insti- 


FREE— USE COUPON OR SEND R BLANK 


To: Wheat Flour Institute 


E 


The “‘Quiet Miracle’ may be assessed in terms of 
illness never experienced . . . in types of disease 
physicians no longer see. 

If you are skeptical— you might consider another 
chapter*—studies of chronic alcoholics in the 
“skid-row” section of Chicago, whose diet con- 
sists mainly of liquor and bread. Before enrich- 
ment, these men were notoriously subject to nu- 
tritional deficiencies. After enrichment, symptoms 
of vitamin deficiency were difficult to find. Bread 
was their only source of vitamins. Enrichment the 
only change. 

Thus two chapters in the “Quiet Miracle’ — 
symbolized here by the shining face of a healthy 
child and the picture of a “‘skid-row”’ bum. For 
additional chapters, fill out the coupon below. 


*“Lack of Avitaminosis Among Chronic Alcoholics,” 
U.S. Army Medical Nutrition Laboratory. 


Dept. AJPH-5 


309 West Jackson Bivd., Chicago 6 
Please send me for professional review copies of the National 
Research Council pamphlet, “Cereal Enrichment in Perspective,” 
and “The two minute story of THE QUIET MIRACLE,” for pos- 
sible professional distribution in quantities. (Please print) 


tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


NAME 


WHEAT FLOUR INSTITUTE 


working for a healthier America through nutrition 


city. ZONE STATE 
(Distribution limited to U.S. and possessions) 
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VIM°CLEAR BARREL INTERCHANGEABLE SYRINGES 


(2 Complete line in 3 tip types—glass, metal Luer, Luer lock—and all sizes are completely 
interchangeable. () Greater durability of moulded (not ground) clear barrel, which reduces 
friction wear, ensures longer life of syringes. () Exact control of dosage is assured by greater 
visibility of markings and medication. (1) Precise tolerance of pistons and barrels safeguards 
against chance contamination. Warning of inadequate syringe cleaning may be signaled if 
piston does not operate smoothly in barrel. 


SURGICAL PRODUCTS DIVISION 
AMERICAN CYANAMID COMPANY, 30 ROCKEFELLER PLAZA, N.Y. SALES OFFICE: DANBURY, CONN. 
Producers of VIM® Hypodermic Syringes and Needles 
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The Man With The Lily Plan 
provides 
a film strip to educate 
food handlers 
on sanitation 


Now Lily* offers a four-color film strip—free—that shows - 
food managers, waitresses and kitchen help the impor- : Lily-Tulip Cup Corporation 
tance of sanitary food service ... and the best way to : Dept. PH-561, 122 East 42nd St. 
attain it. > New York I7, N. Y. 

It’s imaginative, informative, and includes a suggested : : 
script, chock-full of thorough, precise facts. First part : '"¢ '\"* te show your film “Are They + 
shows the correct methods of washing china and glass- ; “'**".”' ! understand it’s absolutely free. ¢ 
ware; second part deals with the proper use of paper serv- :‘ : 
ice. It’s strictly an educational, non-commercial aid for : Nome 
your use. : 

Health experts now using the film strip are highly en- : company 
thusiastic. We think you'll feel the same way. Let us know : 
when you need it. And remember, it’s absolutely : 


fill in the LY-TU LIP 


*T.M. Reg. U.S. Pat. Off. 
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Now available in a * 
hard cover edition - - 


HEALTH SUPERVISION OF YOUNG CHILDREN 


A guide for practicing physicians 
and child health conference personnel 


Prepared by the Committee on Child Health, 
American Public Health Association 


180 pages, $3.00 


This perennial favorite has been influencing professional attitudes, broaden- 
ing understanding and improving standards of practice since it first appeared 
in 1955. Especially recommended for medical and nursing students. 


To be published in June, 1961 


SERVICES FOR CHILDREN WITH EMOTIONAL 
DISTURBANCES 


The latest title in the useful series listed below 


Also available— 
e SERVICES FOR HANDICAPPED CHILDREN 
¢ SERVICES FOR CHILDREN WITH CEREBRAL PALSY 
« SERVICES FOR CHILDREN WITH CLEFT LIP AND CLEFT PALATE 
* SERVICES FOR CHILDREN WITH DENTOFACIAL HANDICAPS 
¢ SERVICES FOR CHILDREN WITH EYE AND VISION PROBLEMS 
* SERVICES FOR CHILDREN WITH HEARING IMPAIRMENT 
* SERVICES FOR CHILDREN WITH EPILEPSY 


* SERVICES FOR CHILDREN WITH HEART DISEASE AND 
RHEUMATIC FEVER 


Prepared by the Committee on Child Health, APHA, and endorsed by lead- 
ing national professional organizations concerned with the health and welfare 
of handicapped children. 


Single copies—$2.50 each (8 to 23 copies in any combination of titles at $2.00 each) 


Send your order to: 
Committee on Child Health 
American Public Health Association, 1790 Broadway, New York 19, N. Y. 
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The huge proliferation of drugs currently thrown on the market and the 
inadequate testing that these products receive have created a significant 
problem. The nature of this problem and the possible ways of 


dealing with it are reviewed here. 


THE CLINICAL VALUE OF DRUGS: SOURCES OF EVIDENCE 


Mindel C. Sheps, M.D., M.P.H., F.A.P.H.A. 


ELIABLE judgments about the value 
R and limitations of a drug in clinical 
medicine can be made only after care- 
ful comparison of its effects with those 
of alternative methods of treatment, after 
accumulation of wide experience by 
many observers, and after dispassionate 
critical evaluation of the results. The 
problem of reaching such judgments 
about today’s products must be con- 
sidered in the context of the number 
and kinds of drugs being produced cur- 
rently. After examining the current drug 
production and prescription pattern, I 
propose to discuss the methods by which 
an evaluation of clinical effectiveness is 
attempted, and the efforts made by 
organized bodies to deal with existing 
problems. 


Current Patterns of Drug Production 


In recent years, the prescription pat- 
tern has changed greatly both quantita- 
tively and qualitatively. The number of 
prescriptions filled has risen from 182 
million in 1939 to 655 million in 1958, 
to 712 million in 1959, practically a 
fourfold increase in 20 years.’:* Further- 
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more, whereas in 1939, 80 per cent of 
prescriptions were compounded by the 
druggist on the premises, now at least 
90 per cent are prefabricated by phar- 
maceutical houses. 

Most of the prescriptions are for new 
drugs, more than 70 per cent of the 
dollars spent being for products less 
than ten years old.* New products are 
accepted more rapidly and become ob- 
solete more rapidly.* Generally today a 
new product either soars to popularity 
within the first few weeks or months 
after it is launched on the market, or 
else “the promotional program fails and 
the product is doomed to mediocrity.”* 
A parallel acceleration has occurred in 
the rate of obsolescence, the life ex- 
pectancy of a new drug being from 
about two to five years, or about half of 
what it was a decade ago. 

This rapid obsolescence naturally re- 
sults in pressure for each new drug to 
go on the market quickly in the hope 
of a successful run before it is too late. 
Such pressure militates against deliber- 
ate objective public evaluation of the 
place in clinical medicine of a new drug 
before it is released for general use. It 
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Table 1—New Pharmaceutical Products Introduced on a National Seale, 


1948-1959* 
Duplicate 
New Products New Forms 
Chemical New Compounded of 

Year Entities Manufacturer Mixtures Administration Total 
1948 36 142 221 102 501 
1949 40 147 202 170 559 
1950 28 100 198 118 +4 
1951 35 74 212 120 41 
1952 35 77 202 170 184 
1953 18 79 226 97 450 
1954 38 87 255 108 188 
1955 31 90 282 96 499 
1956 42 79 280 66 167 
1957 51 88 261 96 496 
1958 a) 73 253 109 179 
1959 63 19 203 104 119 
Total 49] 1,085 2,795 1,356 5,727 
Annual 

Average 233 13 77 

* Sources: “Facts about Pharmacy and Pharmaceuticals," and New Products Parade, 1959." 


t E.g., a product for injection where the previous form was to be taken by mouth. 


tends rather to produce emphasis on the 
maximum speed consistent with reason- 
able assurances of relatively low toxicity, 
on a well chosen name for the product, 
and on a successful promotion campaign 
which may produce a best seller for a 
year or two. Should it appear eventually 
that a product really is a valuable addi- 
tion to the physician’s armamentarium 
so much the better. Inevitably, however, 
in a rapidly changing market, lasting 
value is a secondary consideration. 
Undoubtedly this queer process has 
contributed potent and even useful drugs 
to medicine. But these drugs constitute 
a small fraction of the four to five hun- 
dred new products introduced yearly 
into the United States drug market. As 
shown in Table 1, of the nearly 6,000 
new products introduced in the last 12 
years, about one-half were mixtures of 
two or more active ingredients, and one- 
fifth were new brand names for existing 
drugs.°* The possibilities of important 
clinical contributions may be presumed 
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to lie in the 491 new chemical entities 
introduced in these 12 years. Table 2 
shows the nature and source of the 63 
new entities introduced in 1959. Twenty- 
nine of them (46 per cent) were truly 
new. The remainder, including 63 per 
cent of the 43 new products developed 
in the United States, were either new 
salts of old products or derivatives of 
known drugs. Numerous modifications 
of this type may be expected whenever 
a new drug becomes truly popular. 

For example, the effective diuretic, 
chlorothiazide, introduced in 1958 under 
the brand name Diuril, had immediate 
commercial success. In 1959, the origi- 
nators of the drug and their competitors 
introduced four additional congeners, 
or similar drugs with small changes in 
the molecule. Reports of clinical experi- 
ences with these preparations plus an- 
other three analogues are being pub- 
lished currently, and it is likely that 
more analogues are being developed. 
Some of the congeners are more potent 
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than the original chlorothiazide but this 
means only that a smaller, not necessarily 
cheaper, pill is required to produce the 
same desirable and undesirable effects. 
Increased potency is of no clinical value 
without a difference in the “therapeutic 
ratio,” i.e., in the ratio of the dose re- 
quired for desirable effects to the dose 
producing undesirable effects. Although 
there is no definitive evidence of a differ- 
ential in the therapeutic ratio or in 
other features of the mode of action of 
these closely similar 
the several congeners, alone and in com- 
bination with other drugs, are now 
under active promotion. Reports in the 
literature are almost as numerous and 
confusing as the advertisements. If there 
should be important advantages asso- 
ciated with the use of a particular one 
of these related chemicals, it is not at 
all certain that such advantages would 
be recognized. It is difficult to envisage 
that deliberate objective clinical evalua- 
tion of present and future thiazide prepa- 
rations can make a real impression in 
this climate. Comparable difficulties af- 
fect attempts to insure adequate evalua- 
tion of truly new drugs either before 
they are put on the market or in the 
early period after their release. 


Requirements for Therapeutic Trials 


Let us consider the requirements for a 
scientific assessment of the clinical value 
of a drug. The decision whether to test 


a drug on human beings and how to do 
so is first and foremost an ethical prob- 
lem,'*:'* which cannot be discussed ade- 
quately in the limits of this paper. But 
ethical considerations reinforce the sci- 
entific reasons for a serious and respon- 
sible approach to the subject. 

The clinical investigator must first 
decide which drugs to test on patients, 
when, at what dose levels, for how long 
a time, and for which effects. Although 
information about the chemical nature 
of a drug is the first essential, present 
knowledge does not permit consistently 
reliable predictions of biological activity 
from chemical structure. It is likely that 
in the foreseeable future it will still be 
necessary to study the nature and magni- 
tude of drug effects first in pharma- 
cologic experiments and biologic assays 
on animals. Since animal species vary 
among themselves, extensive compari- 
sons of a variety of effects on a number 
of animal species for relatively long 
periods of time are Par- 
ticularly, a rational choice among a 
number of chemical analogues for clini- 
cal trial on human beings requires 
thorough preliminary comparative stud- 
ies of these drugs on animals. Never- 
theless, such studies cannot replace 
clinical trials because not infrequently 
animal experiments and even pharma- 
cologic data on well human beings cor- 
relate poorly with responses of sick 
human beings.'>!® 
The task of evaluating scientifically 


Table 2—Source and Nature of New Chemical Entities Introduced to 
the Pharmaceutical Market, United States, 1959* 


Developed in 


Dev eloped in 


United States Europe Total 
No. Per cent No. Per cent No. Per cent 
New original products 16 37 13 65 29 46 
New salts of old products 10 23 1 5 11 17 
Derivatives of known drugs 17 40 6 30 23 37 
Total 43 100 20 100 63 100 


* Adapted from New Products Parade, 1959.° 
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the clinical usefulness and drawbacks of 
specific therapy is usually a difficult and 
time-consuming undertaking. The ma- 
jority of diseases are variable in their 
symptoms, in their complications, and 
in their course. Will a patient with 
rheumatoid arthritis be disabled or in 
remission five years from now if he 
receives no specific therapy? We do not 
know how to predict his individual 
course. We do not even know with 
accuracy what percentage of a series 
of patients will be in remission, partly 
disabled, or severely disabled in that 
time.*” Many of the treatments being 
sought today are for the therapy of 
just such variable conditions. It may 
be to relieve pain, anxiety, or motor 
spasm—situations where it is difficult 
even to assess whether any improvement 
occurs and how much, let alone to be 
certain how much improvement should 
be attributed to a specific drug. When 
the drug is intended to prolong the lives 
of patients with long-term diseases, the 
difficulties are compounded by the need 
to follow the patients for years in order 
to judge whether the course of the dis- 
ease has been modified. Furthermore, 
many of the available drugs are not as 
dramatic in their beneficial effects as 
were the early antibiotics. The advan- 
tage of one drug over another, or for 
that matter its advantage over a capsule 
of sugar, is all too often a small, subtle 
advantage which, if detectable at all, 
can be established only after painstaking 
trial. 

Frequently, therefore, we have on the 
one hand a disease with variable mani- 
festations, an unpredictable course, and 
symptoms for which we lack objective 
measurements. On the other hand, the 
effects being studied may be rather sub- 
tle or long term. Under such circum- 
stances, the relative effectiveness of 
specific therapeutic measures can be re- 
liably established only in well controlled 
comparative clinical trials incorporating 
planned provisions that eliminate, as far 


as possible, the multiple sources of mis- 
leading results. As has been emphasized 
in numerous this 
requires at a minimum: careful defini- 
tion and description of the patients in- 
cluded in the trial, standardization of 
criteria of effectiveness, a carefully 
planned random method of dividing pa- 
tients into comparable treated and con- 
trol groups, and the type of precautions 
included under the rubric of a “double 
blind” trial. 

Such trials take considerable effort 
and time in planning all the details, in 
insuring agreement and mutual under- 
standing on the part of all the partici- 
pants, and in maintaining a consistent 
standardized pattern throughout the 
trial.** Unforeseen difficulties must be 
dealt with and the results carefully as- 
sessed. Furthermore, as in all scientific 
work, confirmation by other investiga- 
tors in other circumstances is necessary 
to establish the validity of the findings. 


Clinical Evaluation as Performed 


Unfortunately, the principles just de- 
scribed are not fully adhered to in cur- 
rent practices relating to the clinical 
evaluation of drugs. Before a new drug 
is released on the market, chemical and 
pharmacologic investigations are per- 
formed by the company, and clinical 
tests are arranged for by the company. 
Although some of these studies are of 
high quality, the scientific requirements 
for careful investigation of the clinical 
worthiness of a drug, including its su- 
periority to existing products, have to 
compete with high-pressure marketing 
demands. The clinical trials arranged 
by one company have been described 
by its medical director as follows. The 
earliest trials, on from ten to 50 patients, 
are intended primarily to explore the 
limits of tolerance to increasing doses. 
“The papers reporting the early studies 
stimulate interest in the product and 
give it its first promotional ‘push,’ but 
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the studies themselves are really initiated 
to get scientific information. A second, 
and usually later, group of clinical trials 
serves promotional ends more directly. 
These trials are set up primarily to in- 
crease the medical profession’s accept- 
ance of the new drug and to gain its 
greater use. They seek to do this by 
increasing the number of papers pub- 
lished in journals or presented at medi- 
cal meetings—all dealing with the new 
drug.”*° When is the clinical value of 
the drug studied ? 

The responsibility for arranging with 
physicians to make the first trials on 
human beings is at times given to detail 
men.“® In the opinion of a past chair-’ 
man of the AMA section on Experi- 
mental Medicine and Therapeutics: 
“The tremendous multiplication of new 
drugs exhausts the existing facilities for 
clinical investigation and inexperienced 
investigators are cajoled into assessing 
drugs in patients.”'* 

After a drug has been released on the 
market, reports from other physicians 
who happen to be interested in the drug 
hegin to appear. A decade ago, Ross** 
observed that the majority of reports of 
therapeutic studies failed to include ade- 
quate controls. More recent analyses of 
such papers show that the majority still 
do not conform to the minimal require- 
ments for controlled trials. For example, 
a critical review*® of the published evi- 
dence bearing on the efficacy, in the 
treatment of anxiety, of the drug me- 
probamate, also known as Miltown or 
Equanil, covered 88 studies reported in 
81 papers. When these reports were 
judged by criteria similar to those out- 
lined above, only 13 of the studies (14.8 
per cent) were considered well con- 
trolled, 14 (15.9 per cent) poorly con- 
trolled, and the remaining 61 studies 
(69.3 per cent of the total) completely 
uncontrolled. In addition, the authors 
felt that for the most part, the technics 
used in these studies to gauge responses 
to the drug were “singularly inade- 
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quate.” A similar preponderance of un- 
controlled studies has been found in 
reports of therapeutic research in other 
medical problems.?*-*! 

To get an approximate idea of the 
current situation in all specialties, the 
author*® reviewed the summaries of 
original investigations which appeared 
in the “1959-60 Year Book of Drug 
Therapy.” Out of 394 summaries which 
gave adequate information about the 
plan of the study, 225 (57 per cent) 
related to reports without any explicit 
comparison with the results of another 
treatment in similar patients. Every sec- 
tion of the Year Book contained reports 
which ignored the hard fact of unpre- 
dictability and simply described the 
course followed by patients while they 
were being given a drug. All of this 
evidence suggests that a great part of 
the so-called clinical evaluations of new 
drugs is unscientific, lacks adequate pro- 
~isions to eliminate bias, and cannot be 
Ubjectively judged. 


Organized Efforts 


It is obviously a staggering task for 
a busy practitioner of medicine to evalu- 
ate the avalanches of advertising and 
of published papers of variable relia- 
bility that deal with the large number 
of drugs in which he may be interested. 
Even before the recent explosive growth 
of the pharmaceutical industry, at an 
AMA symposium on drug therapy in 
1929, emphasis was given to the need 
to replace the detail man as the main 
source of instruction in the vse of medi- 
cines by professional, nozcommercial 
sources of information about the uses 
and limitations of different drugs.'®:?!.2* 
Today, more than 30 years later, the 
role of the detail man is more important 
than ever, and most of the other prob- 
lems discussed at that symposium seem 
to be with us in an aggravated form.®1*: 
82-34 Tt seems clear that attempts to 
ameliorate the problems have not  suc- 
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ceeded in keeping pace with the rapid 
growth in the number of new products, 
the increased potency of drugs, and the 
use of today’s marketing technics. 

The main governmental effort to deal 
with these problems is represented by 
the Food and Drug Administration 
(FDA) which must pass on each new 
product before its release on the market. 
Outside of a specified list of preparations 
including insulin and certain antibiotics, 
the FDA has jurisdiction primarily over 
evidence relating to toxicity and over 
labeling. As of October, 1960, the FDA 
could not prevent the release of a drug 
on the basis of unsubstantiated claims 
unless these could be directly and con- 
vincingly related to safety.  Further- 
more, neither the FDA nor the Federal 
Trades Commission had felt able to take 
effective action against unjustified claims 
of effectiveness in the case of prescrip- 
tion drugs.*°° Efforts to enlarge the 
powers of the FDA may change this 
situation.*7 

The “U. S. Pharmacopoeia” and the 
“National Formulary,” which are pre- 
pared by nongovernmental authorities, 
establish officially recognized standards 
for approved drugs. Drugs which are 
labeled as USP or NF are supposed to 
conform to the appropriate standards, 
and the FDA may inspect them for such 
conformity. The Pharmacopoeia is re- 
vised every five years to include all 
drugs whose usefulness is acceptable at 
that time to the experts who constitute 
the Pharmacopoeia Convention. 

The AMA Council on Drugs, formerly 
called the Council on Pharmacy and 
Chemistry, which used to publish a list 
of acceptable drugs, terminated this 
practice in 1955 and decided instead to 
provide early reviews of available evi- 
dence on all new generic preparations.** 
Accordingly, in its publication, “New 
and Nonofficial Drugs” (NND), the 
council now seeks to achieve complete 
and prompt coverage of all current prod- 
ucts. Since 1955, therefore, inclusion of 
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a preparation in NND in no sense con 
stitutes endorsement or approval. In- 
cidentally, as a by-product of its new 
policy, the council can no longer attempt 
to control the proliferant growth of 
brand names for a single product as it 
did formerly.** Reviews of current in- 
formation about drugs are also published 
periodically in various medical journals 
and in books.**° While some of these 
reviews merely summarize published ma- 
terials, others, notably the new periodi- 
cal known as the Medical Letter, attempt 
a critical appraisal of the evidence avail- 
able about each drug. 

It is important to realize that there is 


no organization, whether official or un- 


official, whose duties include testing all 
drugs for clinical effectiveness. None of 
the groups mentioned undertake to per- 
form drug trials as organized bodies. 
They merely review the evidence that is 
available at the time. Thorough evalua- 
tion of the sort described earlier gen- 
erally takes years, during which time 
the drug may have had great commercial 
success on the strength of an effective 
promotional campaign. 

In recent years a number of medical 
centers, with the support and encourage- 
ment of the Public Health Service, are 
making valuable contributions toward 
improving the quality of the clinical 
appraisal of drugs by performing such 
evaluations, by studying methods of re- 
fining the technic, and by training phy- 
sicians in these methods. Naturally, how- 
ever, these centers investigate only those 
drugs which are of interest to them. 
Furthermore, their findings usually are 
not available when a drug is first re- 
leased, and may not be published until 
considerably later. 


Conclusions 


Recognition that the pharmaceutical 
industry has provided useful drugs and 
has contributed to scientific progress 
does not gainsay the fact that the huge 
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volume of prescription products is pro- 
duced and marketed in the same at- 
mosphere that produces a rapid turnover 
in automobile models and women’s 
styles. Despite exceptions, premature 
and excessive promotion of drugs, in- 
adequate investigation, and unnecessary, 
confusing duplication are common. It 
is difficult to assess how much respon- 
sibility for the failure of a large part 
of the clinical investigation of effective- 
ness to meet accepted scientific standards 
should be ascribed to the nature of the 
drug market. 

In this context, organized efforts to 
provide objective information about the 
newer drugs for the benefit of physi- 
cians and their patients are invaluable. 
Unfortunately, a large part of this ac- 
tivity must at present consist of warnings 
that prefabricated mixtures are unde- 
sirable, that the value of a given drug 
is unproven, that no advantages over 
its congeners have been established, or 
that it is too early to be certain about 
its complications. The effort of some 
medical journals to give close scrutiny 
to advertising material offered to them, 
strengthening of the FDA, and recent 
adverse publicity about marketing prac- 
tices will undoubtedly help to control 
some of the worst abuses. These, though 
important. are essentially negative meas- 
ures, 

The positive efforts of medical scien- 
tists to improve the standards of clinical 
investigation will likely lead, in the near 
future, to the application of improved 
methods for clinical evaluation, to the 
availability of a larger body of qualified 
investigators, and to a more critical 
medical profession. 

It is doubtful, however. whether these 
efforts alone can succeed in reversing 
the process we have been describing. It 
does not seem practical or desirable to 
suggest that educational or governmental 
bodies be asked to perform clinical eval- 
uations of all new drugs produced. There 
are unlikely to be sufficient facilities, 
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enough trained investigators, or even a 
large enough pool of patients to permit 
such a program. More important, it 
would be difficult to justify a program 
for the clinical evaluation of all drugs 
produced including those whose pro- 
duction is motivated largely by the 
hope of capturing a slice of someone 
else’s market. In addition to ethical 
and financial objections to such a course, 
competent scientists will not be willing 
to devote a lifetime career to the un- 
rewarding chore of performing difficult 
clinical trials to compare drugs with 
similar effects.*! 

If we are to see a general nation-wide 
adoption of a rational, scientific, and 
ethical program for the clinical evalua- 
tion of drugs in patients and for their 
subsequent utilization in practice, the 
following requirement seems essential: 
that the development, production, and 
trial of new drugs be governed primarily 
by medical need and scientifically estab- 
lished criteria. The evidence seems clear 
that the standards of the marketing ex- 
perts and the use of sales and profits as 
predominant considerations are unde- 
sirable guide lines for providing the 
best therapy for sick people. Many 
chemical problems involved in produc- 
ing new drugs have been solved. We 
must find a way of guiding that pro- 
duction through the application of scien- 
tific medical methods so as to provide 
the maximum human benefit. 

Important progress in this direction 
will be possible only when evidence re- 
garding the value of drugs is subjected 
to the rigorous criteria applied to other 
scientific problems. The general adoption 
of such standards depends not only on 
individual physicians who prescribe 
drugs but also on the organized efforts 
of hospital staffs and of medical care 
programs. Considerable experience has 
been gained in the preparation and use 
of formularies of approved drugs*? by 
hospitals and medical care plans. Such 
organizations and individual physicians 


must demand convincing evidence in 
favor of a drug before they accept it. 
Widespread adoption of critical stand- 
ards by which to judge proffered evi- 
dence of clinical value can result not 
only in financial savings but in an ap- 
preciable and salubrious improvement in 
the standard of medical care given to 
the American people. 
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The cost of drugs weighs heavily not only on the individual, but also on the 


community as a whole. This is quite evident in the provision of drugs 


in public assistance programs. The dimensions of the problem 


and some of the efforts to cope with it are discussed in 


the following paper. 


THE PROVISION OF DRUGS IN PUBLIC WELFARE 


MEDICAL CARE PROGRAMS 


Alonzo S. Yerby, M.D., M.P.H., F.A.P.H.A. 


> provision of drugs to recipients 
of public assistance must be consid- 
ered in terms of the provision of other 
medical care services. While the provi- 
sion of medical services to the needy 
has been accepted as a responsibility of 
towns and cities since colonial days, the 
present system of public welfare medical 
care is largely a development of the past 
30 years. A few states like New York 
had developed statewide programs prior 
to the enactment of the Social Security 
Act in 1935, but most public welfare 
medical care programs are subsequent 
developments. 

In its original form, the Social Se- 
curity Act made no special provisions for 
medical care services, but permitted 
the states to include the costs of such 
services in the grants to recipients and 
provided for federal funds to match 
these expenditures up to a specific maxi- 
Indeed, the act forbade federal 
matching on any expenditure other than 
a direct payment of money to a needy 
individual. This prohibition prevented 
the states from making payments directly 
to physicians, pharmacists, hospitals, 
and other suppliers of service on behalf 
of welfare recipients. This provision 
hindered the development of compre- 
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hensive medical care programs and pro- 
voked ill will among the suppliers of 
service, some of whom were not paid by 
welfare recipients. 

The 1950 amendments to the Social 
Security Act permitted federal matching 
on expenditures used for the direct pur- 
chase of medical care for assistance 
recipients. This method, now known as 
“vendor payment” has been adopted for 
the payment of at least one form of 
medical care by 44 states and territories. 

With respect to drugs, 27 states and 
territories provide for direct payment to 
the pharmacist. Two states (Arkansas 
and Michigan) make vendor payments 
for drugs which are related to a period 
of hospitalization. One state (Montana) 
makes vendor payments for drugs, only 
when such drugs are needed for the pre- 
vention of blindness or the restoration 
of sight. 

The remaining 24 states and terri- 
tories either make no provision for 
drugs, or they may include an amount 
of money in the monthly grant to be 
used to purchase medications. Since all 
but two of these 24 states and territories 
have upper limits on the amount of the 
monthly grant, the actual availability 
of funds to purchase drugs may vary 
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considerably. Moreover, with money 
grants at, or below a subsistence level, 
there is no assurance that extra cash 
allowances will be spent for drugs. A 
recent report from Ontario indicated 
that about 30 per cent of physicians’ 
prescriptions, including those for the 
nonindigent, are not filled because the 
patient could not afford them.* 

Whatever the method of payment, 
many public welfare agencies are greatly 
concerned over the amount of the wel- 
fare medical care budget which is ex- 
pended for drugs. The Bureau of Public 
Assistance of the Department of Health, 
Education, and Welfare has reported 
that for the year 1957, slightly more 
than $21.3 million was spent for vendor 
payments for “drugs and supplies” in 
both Public and General Assistance Pro- 
grams. Since many state welfare agen- 
cies do not break down vendo, payments 
by type of service, the $21.3 million is 
an understatement of expenditures for 
drugs. In the states that do itemize drug 
expenditures, “drugs and supplies” make 
up 14 per cent of the total amount of 
vendor payments for medical care. The 
ratio of drug expenditures to expendi- 
tures for all other types of medical care 
services must be interpreted with cau- 
tion since there is considerable variation 
from state to state as to the items of care 
for which payment is made. For in- 
stance, one state may not include pay- 
ment for hospital care in its medical 
program while another may exclude den- 
tal services, so that comparisons between 
welfare medical care costs and programs 
are difficult to make. 

In New York State where vendor pay- 
ments are made for all recognized types 
of medical care services, drugs and other 
medical supplies accounted for an esti- 
mated $9 million, or 10 per cent of the 
total medical expenditures for an average 
monthly case load of 518,637 persons in 
1959. In this same year, the New York 


* Vancouver Sun, October 2, 1959. 


City Department of Welfare spent $1,- 
361,310 for drugs alone, or 3 per cent 
of the total medical expenditures for an 
average monthly case load of 329,136 
persons. The drug expenditures for the 
New York City Department of Welfare 
is an understatement, since the costs of 
prescribed drugs associated with 500,000 
annual visits by welfare clients to hos- 
pital outpatient clinics are not accounted 
for separately. 

Albany County, N. Y., with an aver- 
age monthly case load of 3,504 persons, 
spent $98,200 on drugs for 772 patients. 
This represented 21 per cent of the total 
expenditures for medical care. 

The Rhode Island Department of 
Social Welfare reports that the average 
annual cost of drugs dispensed to recipi- 
ents of Public Assistance increased from 
$11.78 per recipient in the fiscal year 
1954-1955, to $19.11 per recipient for 
the fiscal year 1957-1958, a rise of 61 
per cent. The average annual cost per 
recipient actually receiving drugs rose 
from $19.74 to $26.44 or 34 per cent 
during the same period. 

The relatively greater increase in drug 
cost per recipient (61 per cent) in 
Rhode Island as compared to the in- 
crease per recipient receiving drugs (34 
per cent) may be due to an actual in- 
crease in drugs prescribed. The U. S. 
Department of Commerce and the Social 
Security Administration reported that 
private expenditures for drugs rose 19.3 
per cent while utilization of drugs rose 
63.2 per cent during the ten-year period 
1948-1958.+ There seems to be no reason 
to believe that drug utilization by wel- 
fare recipients may not have increased 
in like manner. 

Any discussion of drug costs usually 
brings forth the contention that what- 
ever the costs, drugs are cheap at the 
price since they may cure illness, pre- 
vent or minimize disability, and avoid 

+ Social Security Bull. (Dec.), 1959, page 
5, Table 2. 
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or shorten hospital stays. Moreover, 
present high welfare expenditures for 
drugs may be a reflection of inadequate 
payment for drugs in the past. 

Answers to these arguments are not 
readily obtainable. However, an exami- 
nation of the kinds of drugs for which 
considerable portion of expenditures 
may be made may shed some light on 
the question of the validity of present 
patterns of drug therapy among welfare 
clients. 

Drug audits by a registered pharma- 
cist of welfare districts in New York 
State have revealed that three types of 
medications—vitamins, antibiotics, and 
tranquilizers—account for almost 40 per 
cent of all prescribed drugs. Tranquil- 
izers, alone, account for from 15 per cent 
to 20 per cent of the total. 

In two welfare districts, detailed re- 
views were made of the case records of 
welfare clients who were receiving tran- 
quilizing drugs. The recorded diagnosis 
ran the gamut of prevalent degenerative 
diseases. There were no specific corre- 
lations except that Old Age Assistance 
cases and nursing home patients re- 
ceived the majority of the prescriptions 
for tranquilizers. An occasional patient 
was noted to be receiving two or even 
three different tranquilizers at the same 
time. 

Other reviews of drug utilization in 
welfare districts in New York State have 
revealed welfare patients receiving as 
many as 15 different prescribed drugs 
during a one-month period. A frequent 
finding was overlapping prescriptions, 
that is prescribing a quantity of a drug 
that should last for one month and re 
peating the prescription and the quantity 
in a week or ten days. 

Several state welfare agencies have 
found wide variation in the cost of the 
same quantity of the identical drug 
when purchased from different drug 
stores. 

Experiences of these kinds have led 
welfare agencies to seek controls on drug 
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expenditures. Controls may be directed 
toward the welfare client, the pharma- 
cist, and the physician. 

Controls directed toward the client 
usually require that all medication be 
obtained on the basis of a written pre- 
scription or order by the attending phy- 
sician. Regularly required, over-the- 
counter items may be purchased by a 
fixed sum added to the monthly grant. 
In addition there may be an absolute 
prohibition on refills or they may be 
limited in number or in the length of 
time that may elapse after the filling of 
the original prescription. Refills for 
certain classes of drugs such as vitamins 
may not be permitted. 

Controls directed toward the pharma- 
cist usually consist of the payment of a 
fixed mark-up over wholesale cost and 
the limitation of payment to a restricted 
list of pharmacies which may be selected 
on the basis of an expressed willingness 
to comply with the pricing policies of 
the welfare agency. 

One state welfare department is ex- 
perimenting with a contract for all pre- 
scribed drugs for nursing home patients. 
The contract was awarded as a result of 
competitive bidding, and on the basis of 
lowest price and ability to supply and 
deliver the required drugs. Early ex- 
perience with a contract for drugs for 
welfare clients in two large cities has 
indicated a substantial saving and an 
unexpected decrease in the quantity of 
prescribed drugs. 

Some welfare agencies limit payment 
for drugs to those dispensed by a hos- 
pital or outpatient clinic pharmacy. One 
welfare district has completed plans to 
have the drugs for welfare clients in 
nursing homes and in the county home 
supplied by the pharmacy of the univer- 
sity hospital. 

Controls directed toward physicians 
who treat welfare clients have taken the 
following forms: 

1. Use of a formulary with payment denied 
for nonformulary items, or allowed if prior 
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approval is obtained from the welfare 
agency. 

2. Payment restricted to drugs listed in the 
“United States Pharmacopoeia,” the “Na- 
tional Formulary,” or “New and Non- 
Official Remedies.” 

3. No restrictions on prescribing except that 
price approval is required for items costing 
more than a specific amount, usually $5 
or $10. 

4. Payment limited to items prescribed by 
generic names or payments not to exceed 
the average cost of available generic 
equivalents. 

5. Exclusion of certain classes of drugs such 
as vitamins, appetite depressants, and the 
like. 

Prohibition or limitations of refills. 

7. Postaudit or review of prescriptions. This 
usually takes the form of an initial screen- 
ing of all prescriptions by clerical person- 
nel followed by a review of questionable 
prescriptions by staff physician or 
pharmacist or by a medical society or 
pharmaceutical society review committee. 


8. Denial of payment for drugs dispersed by 
a physician. 


As is to be expected, there is no una- 
nimity of opinion on the relative effec- 
tiveness of the various types of controls 
that are employed. Some welfare agen- 
cies employ a combination of several 
different controls, such as: prior author- 
ization, limitation on refills, and postre- 
view. 

Formularies have been tried and 
abandoned by welfare agencies, although 
recently they are gaining favor again. 
Two state welfare departments have re- 
ported a successful experience with for- 
mularies. One of these departments has 
indicated that the adoption of a formu- 
lary reduced drug expenditures by 


$100,000 in one year; $40,000 was 


saved through restrictions on tranquil- 
izers and antihypertensives. 

In California unprecedented expendi- 
tures for drugs for welfare clients led to 
the adoption of a formulary containing 
65 drugs, seven of which could be pre- 
scribed only when certain specific dis- 
eases had been diagnosed. After a 
year’s experience with this restricted 
formulary expenditures were reduced to 
a point where it was possible to add 23 
drugs to the list. 

One state welfare department elimi- 
nated vitamins and tranquilizers from 
the items for which it would pay but re- 
stored them when the state medical so- 
ciety objected. 

Except for the contractual arrange- 
ment on a competitive bid basis and the 
very restricted formulary all ether con- 
trol methods seem to have a very limited 
effect upon drug expenditures. Public 
welfare agencies must continue to look 
to the drug manufacturers, the pharma- 
cists, and the physicians for help in pro- 
viding needed drugs for welfare clients 
at the lowest cost consistent with good 
quality. 

Over the past year the Committee on 
Indigent Medical Care of the American 
Medical Association and a Subcommittee 
on Drugs of the Medical Care Commit- 
tee of the American Public Welfare As- 
sociation have been working together to 
develop “Suggested Guides on Drug Ex- 
penditures for Welfare Recipients.” It 
is to be hoped that these guides will 
soon be ratified by the governing bodies 
of the two associations. They should be 
of material value in the development of 
new drug programs and the improve- 
ment of existing ones. 


Dr. Yerby is executive director, Medical Care Services, City Department of 


Health, New York, N. Y. 


This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 


VOL. 51, NO. 5, A.J.P.H. 


The extension of the prepayment method to the coverage of prescription 
drugs is another aspect of the drug problem in medical care programs. 
As in the two preceding papers, the problem is analyzed and 

some possible ways of dealing with it are considered. 


HEALTH INSURANCE FOR THE COST OF DRUGS 


J. F. Follmann, Jr., F.A.P.H.A. 


have contributed importantly 
to progress in public health in the 
United States. This has become particu- 
larly evident since World War II and 
the development of the “miracle” and 
“wonder” drugs. Drugs have played 
a salient role in lowering the national 
death rate and in extending the span 
of life. They have aided in the reduc- 
tion of the incidence of acute communi- 
cable diseases. They have played an im- 
portant role in delaying the extension 
of impairment from chronic diseases. 
They have relieved untold pain and suf- 
fering. In many instances they have 
served importantly to reduce the eco- 
nomic impact to the individual or to 
society which can result from illnesses 
and accidents by the avoidance of many 
premature deaths, by the virtual elimina- 
tion or sharp reduction in the inci- 
dence of certain diseases, by shortening 
the period of disability resulting from 
certain diseases and thus lessening the 
income or wage loss which often ac- 
companies disability, and through ef- 
fecting savings in the total costs of 
medical care by reducing or eliminating 
the period of hospital stay, by elimi- 
nating the need for surgery, and by 
reducing the period of physician and 
home care.! 

The increasing therapeutic effective- 
ness of drugs is today undisputed. The 
result, quite understandably, is more 
prescribing by physicians, as well as an 
increase public demand for drugs. Ac- 
cording to the U. S. Department of Com- 
merce, personal expenditures for drugs 
doubled between 1948 and 1952, and ac- 
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cording to Health Information Founda- 
tion, prescription drugs are now esti- 
mated to account for 67 per cent of all 
personal expenditures for drugs.” It is 
not surprising, then, to find that pre- 
scription volume has increased from an 
average of 8.5 per cent of total drug store 
sales in 1929 to 29.5 per cent in 1956, 
and that the prescription volume in drug 
stores increased 1,000 per cent from 
1929 to 1956. Additional evidence is 
the fact that the percentage of all drug 
sales made to hospitals has doubled over 
the past 30 years, rising from 13 per 
cent in 1929 to 24 per cent in 1956.8 
The cost of drugs, meanwhile, as with 
other goods and services in our econ- 
omy, has been rising. It is reported 
that the cost of the average prescription 
has risen from 85 cents in 1929* to 
$3 in 1959.5 

All this, then, must mean one thing: 
The American public is spending an 
increasing amount of money for pre- 
scription drugs. However, this observa- 
tion, must be placed in proper focus 
by relating it to other pertinent factors. 
One of these is the fact that, according 
to data of the U. S. Department of Com- 
merce, drugs as a percentage of all 
personal medical care expenditures 
have remained relatively constant, at 
about 20 per cent. Thus, while per- 
sonal expenditures for drugs have been 
rising, so have expenditures for other 
forms of medical care. Another related 
fact is that, while the cost of drugs has 
been rising, the rise, as indicated by 
the Consumer Price Index, has not been 
as great as that for other medical care 
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services and about parallels the rise in 
the cost of food.* A third related fact 
is that the personal expenditures for 
drugs in relation to the disposable per- 
sonal income declined from 0.87 per cent 
of disposable personal income in 1939 to 
0.66 per cent in 1956.7 

Meanwhile, another important de- 
velopment affecting the economics of 
medical care has been proceeding in 
the American socioeconomic structure, 
again largely since World War II. This 
is the development and growth of volun- 
tary health insurance as a means by 
which people might spread the economic 


risks inherent in illnesses and accidents. 


By the end of 1959 over 127 million 
people in the United States were esti- 
mated® to have some form of voluntary 
health insurance against the costs of 
medical care. This constitutes 72 per 
cent of the entire civilian population 
of the nation and is not adjusted for 
those who may consider that they have 
no need for insurance protection. In 
1941 the proportion of the population 
having such protection was only 12 per 
cent. A decade ago it was 45 per cent. 

Last year voluntary health insurers 
paid $5.2 billion in benefits, an average 
of $14 million a day. This amount was 
an increase of 10.9 per cent over the 
preceding year and an increase of 90.2 
per cent over the amount of benefit 
payments just five years earlier. A re- 
cent study’ by the Social Security Ad- 
ministration indicates that the propor- 
tion of the nation’s total private medical 
bill being met by voluntary health in- 
surance had increased threefold in the 
decade 1948-1957. While the data and 
methodology upon which this study is 
based warrant careful analysis and in- 
terpretation to determine their actual 
meaning the increasing role of volun- 
tary health insurance in the payment for 
medical care in the United States is 
clear. 

The result of these interrelated de- 
velopments—the increased utilization of, 
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and hence expenditures for, drugs on 
one hand, and the growth in the im- 
portance of voluntary health insurance 
as one of the means by which the 
American people finance th. “osts of 
medical care on the other—will proba- 
bly be an increased public interest in 
voluntary health insurance coverages for 
the cost of drugs, particularly in costly 
illnesses, as part of the protection 
against all the costs of medical care. 

The costs of prescription drugs are 
being increasingly covered by volun- 
tary health insurance today.' Drugs 
prescribed while in the hospital have 
been traditionally and generally covered 
by insurance company and Blue Cross 
coverages designed to offer protection 
for inhospital care. These coverages 
have been available now for a quarter 
of a century. 

At the time of the inception of these 
coverages however, with their focus on 
inhospital care, no voluntary health in- 
surance protection was available in the 
United States for the costs of drugs 
prescribed when out-of-hospital, except 
for the coverage contained in accident 
and health insurance policies designed 
primarily to provide protection against 
loss of income and in certain special 
purpose coverage such as polio policies. 
That situation prevailed until about a 
decade ago when the insurance com- 
panies began to offer major medical ex- 
pense insurance. Since then, various 
types of protection against the costs of 
drugs prescribed when out-of-hospital 
have been made available to the public 
and the degree of such protection has 


been growing rapidly. 


Under major and_ comprehensive 
medical expense insurance coverages, 
drugs prescribed for nonhospitalized 


patients are generally covered, subject 
to the deductible and coinsurance fea- 
tures of the coverage which are appli- 
cable to all the covered medical ex- 
penses. Today over 22 million people 
in the United States are covered by the 
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insurance companies under major medi- 
cal expense insurance, which has been 
the fastest growing form of insurance 
coverage since its inception a decade 
ago. Under this form of insurance all 
prescription drugs which are necessary 
to the treatment of the patient, and of 
which the cost is reasonable, are covered. 

It is of interest to note that the frag- 
mentary data available to date under 
these coverages' indicate that under 
group major medical expense coverage, 
benefits paid for prescription drugs ap- 
pear to vary from 4 per cent to 9 per 
cent of the total benefits paid for all 
covered medical care expenses. Dif- 
ferences in these proportions can occur 
from such factors as the economic level 
of the covered employees, the sex and 
age of the covered persons, the nature 
and amount of the deductible provision, 
and the maturity of the group insurance 
plan. 

The experience of one large group 
covered by a comprehensive medical ex- 
pense contract since 1955 illustrates the 
effect of several of these factors on the 
proportion of out-of-hospital prescrip- 
tion drug costs to the total medical ex- 
penses covered: 

1959 1958 1957 
Per Per Per 


cent cent cent 
Salaried employees 10.59 9.63 9.19 
Hourly employees 7.48 6.84 6.09 
Total company 8.98 8.17 TAS 


By type of user under this plan, the 
following was the experience as a per- 
centage of all covered medical costs: 


1959 1958 1957 


Per Per Per 
cent cent cent 
Male employee 9.19 8.27 7.32 
Female employee 9.14 7.83 7.15 
Dependent spouse 10.64 981 8.96 
Dependent child 6.40 5.97 5.66 


From these data it is observable that 
as the plan matures, as coverages are 
better understood by the covered per- 
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sons, the proportion of benefits paid 
for out-of-hospital prescription drugs to 
all covered medical care expenditures 
rises sharply. It can also be seen that 
drug expenditures for salaried employees 
apr-eciably exceed those for hourly em- 
ployees and that such expenditures are 
higher for the dependent spouse than for 
the employee, either male or female. On 
the other hand, drug expenditures for 
dependent children are noticeably less 
than either of the other preceding cate- 
gories of covered persons." 

It has been said of these insurance 
company coverages*: “The ideal physi- 
cian-pharmacist relationship is one in 
which the patient receives a prescription 
from his physician and has it filled at 
the pharmacy of his choice. . . . These 
newer health plans leave the choice of 
the pharmacy entirely to the discretion 
of the policyholder. Also, there are no 
restrictions on either the constituents of 
the prescriptions or the professional fee 
the pharmacist wishes to charge the 
patient.” 

Other forms of voluntary health in- 
surance also provide coverage for the 
cost of drugs. Under various forms of 
extended coverage contracts, 14 Blue 
Cross-Blue Shield plans made available 
coverage against the cost of out-of-hos- 
pital prescription drugs in 1958 and 
other plans were preparing to make such 
coverage available. Extent of the cover- 
age varies among plans as does the defi- 
nition of the drugs covered and the eligi- 
bility requirements for such coverage.' 

Certain prepaid group practice or 
community-wide prepayment plans, such 
as Group Health Insurance, Inc., in New 
York, cover the cost of drugs on a de- 
ductible principle. In June, 1960, the 
Health Insurance Plan of Greater New 
York, in conjunction with several labor 
unions, announced plans to own and 
operate “nonprofit” pharmacies at which 
members could purchase drugs at an 
estimated 30 per cent saving. While 
this is by no means an insurance or pre- 


payment program, it is mentioned here 
since it represents an approach being 
considered by one prepaid group prac- 
tice medical care plan. 

Insurance or prepayment coverage 
against the cost of drugs alone, standing 
apart from other medical care costs, 
have generally been considered imprac- 
tical. It has been said® that “insurance 
policies written exclusively covering 
drugs and prescription costs will have 
no appeal to the public, unless they are 
integrated with other health care cover- 
age.” This statement appears to be 
borne out by the experience in Ontario, 
Canada, where a prepaid prescription 
drug plan, Prescription Services, Inc., 
was formed by the pharmacists in 1958. 
Enrollment in the plan has been de- 
scribed’® as “far short of expectations” 
and the experience under the plan has 
been so adverse that, despite a 35 cent 
charge to the patient per prescription, a 
waiting period, and various exclusions 
to the coverage such as preexisting con- 
ditions and certain specified drugs, the 
premium rates have had to be doubled. 

In October, 1959, the formation of 
another prepaid prescription drug plan, 
Prescription Service, Inc., in California, 
was announced. Under this plan the 
California Pharmaceutical Association is 
reported to act as fiscal administrator 
and control agent, although the plan is 
underwritten by an insurance company. 
It is too recent, at this time, to evaluate 
the experiences under this plan. 

With respect to prepayment plans for 
drugs alone, it should be noted, also, 
that a method of insuring or prepaying 
the costs of medical care whereby the 
costs of each form of care are covered 
under separate contractual arrangements 
with separate insurers is not the most 
efficient use of the health insurance 
dollar. Such an approach involves an 
overlapping and duplication of such ad- 
ministrative costs as premium collec- 
tions, benefit payments, claim investiga- 
tions, sales, and advertising, as well as 
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the basic operating costs such as per- 
sonnel and rent. Unilateral approaches 
to insuring the various types of medical 
care costs are, therefore, wasteful in 
comparison to a more integrated ap- 
proach which covers all the costs of 
medical care deemed at any time to be 
insurable. 

To be effective, any group, social, or 
risk spreading approach to the payment 
or provision of medical care, whether 
private or governmental, must exert 
some reasonable controls over the utiliza- 
tion or cost of the types of care covered 
or provided. This is true with respect 
to the provision of drugs as well as to 
other types of medical care. Essentially, 
the underlying purpose of all such con- 
trols is the same: the pragmatic use of 
a given amount of funds to provide 
necessary and adequate care under a 
given set of circumstances. More spe- 
cifically, and from every viewpoint so- 
cially desirable, is the avoidance of un- 
necessary, unreasonable, or more costly 
care or treatment than is required by 
the situation and the avoidance of in- 
efficient utilization of the various types 
of care and facilities. Since the ideal 
form of control has not been, and very 
probably will never be, found, all con- 
trols over medical care costs have ele- 
ments of arbitrary choice or compromise 
about them. The desideratum, of course, 
is to cover consequential costs to the 
patient, and in addition to properly con- 
fine the costs of what is often a sub- 
jectively arrived at service, while at the 
same time permitting complete freedom 
in the application of medical judgment 
and in the employment of the science 
and art of healing. 

Under compulsory broad government 
medical care schemes in several other 
nations, concern has heen expressed 
about the expenditures for drugs. As 
a result various types of controls such 
as charges for prescriptions, restrictions 
on the types of drugs to be provided, or 
limitations on the amounts of drugs to 
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be prescribed have been instituted. 
Public health and welfare departments 
in the United States have instituted vari- 
ous types of controls such as restricting 
the types of drugs to be provided, limit- 
ing the amounts of drugs to be provided, 
or restricting the charge which may be 
made for drugs." 

Insurance companies have not em- 
ployed any specific controls with respect 
to the coverage of drugs other than to 
restrict this coverage to those drugs pre- 
scribed by the attending physician and 
to require that their costs be reasonable 
and necessary. Blue Cross-Blue Shield 
plans have, in the main, followed similar 
practices; although three plans addition- 
ally employ a specific deductible amount 
applicable to drugs ($10), one of these 
employing this amount each 30-day 
period. One plan restricts the covered 
drugs to those contained in specific 
formularies. The controls contained in 
the prepaid prescription plans have pre- 
viously been noted. 

In the employment of controls, as in 
the levying of taxes, one premise is 
fundamental: the cost of bringing about 
or effecting the control cannot be self- 
defeating. Hence, if any method of con- 
trol is too complex, too cumbersome, or 
too costly to administer; or if it im- 
properly interferes with the services 
rendered; or if it is subject to ready 
avoidance or connivance; it will eventu- 
ally fail. 

One type of control frequently used 
or considered in government programs 
abroad, certain public health and wel- 
fare department services in our own coun- 
try, and by one Blue Cross plan is that 
of limiting the covered drugs to those 
contained in a specified formulary. Un- 
derlying the concept of a formulary is 
the desire to reduce costs (1) by pro- 
viding the physician with a concise list- 
ing of drugs, thus making it possible to 
prescribe drugs by their generic rather 
than their trade names; (2) by furnish- 
ing a means by which hospital pharma- 
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cies can reduce mass duplication of 
substantially identical drugs; (3) by 
making possible the purchase of drugs 
by hospitals in larger quantities at re- 
duced costs; and (4) by reducing the 
large inventory normally carried by the 
local pharmacist. On the other hand, it 
is contended that there can be marked 
differences between the qualities of 
drugs listed in formularies and those dis- 
pensed under brand names, the conten- 
tion being that in many instances they 
are not direct equivalents and that the 
brand products are superior in their 
effectiveness. In any instance, the use 
of formularies could be inflexible, par- 
ticularly with respect to newly available 
drugs, and could serve to limit the phy- 
sician in the practice of medicine and 
to undermine the initiative and sense of 
responsibility of the individual practi- 
tioner. In any instance, it is doubtful 
that insurers are in a position to evaluate 
formularies from a medical viewpoint. 
Such evaluations must be made, at least 
primarily, by others. Should formularies 
be acceptable as a practical and desir- 
able development by the medical pro- 
fession, insurers could support such de- 
velopment. 

It has also been speculated that drugs 
to be used by an insured population 
might be purchased centrally and dis- 
tributed through conveniently located 
outlets. This concept, of course, has 
direct overtones of the method employed 
with respect to associations of retired 
persons, certain labor unions, and that 
contemplated by the Health Insurance 
Plan of Greater New York. There is 
opinion, however, that such methods of 
distribution are as yet unproved as to 
saving in cost and that it is inevitable 
that there will be added inconvenience 
for the purchasing public. 

With respect to drugs prescribed for 
nonhospitalized patients, it is apparent 
that if physicians, perhaps as a result of 
patient demand, unnecessarily prescribe 
or overprescribe, or if pharmacists in- 
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crease the cost of prescriptions because 
of the presence of health insurance, the 
cost of the coverage for drugs will be- 
come more expensive and coverage for 
drugs will have to be curtailed or limited 
in some manner, or eliminated from the 
coverage. The increasing understanding 
and awareness on the part of all pro- 
viders of medical care of their close re- 
lationship to the successful fulfillment of 
the social objectives of voluntary health 
insurance seem to indicate that elimina- 
tion or sharp curtailment of programs 
will not become a necessity. This con- 
cept points to the need for active cooper- 
ation between insurers, the purchasers of 
insurance, the physicians and the phar- 
macies in a community in order to make 
the providers of care aware of the nature 
of insurance coverage, the method of the 
insurance process, the relationship of 
benefits paid to the cost of the insurance, 
and the social purposes and objectives 
of voluntary health insurance. If such 
cooperative approaches are proved work- 
able, they will be in the best interest of 
all concerned since they can serve to 
confine costs to the reasonable and 
necessary, while at the same time pre- 
serving freedom of choice and noninter- 
ference in the provision of care. This 
failing, consideration will have to be 
given other forms of control. 

Certainly it is in the public interest 
that the most efficient and effective use 
be made of the funds allocated for health 
insurance protection, commensurate with 
adequacy of care. This, in fact, is a 
primary responsibility of health insurers. 
In the fulfillment of this responsibility, 
however, more experience and knowl- 
edge on the part of insurers is needed 
and the full and active cooperation of 
the providers of care is an indispensable 
factor. 


It is apparent from the foregoing that 
an increasing degree of insurance or pre- 
payment protection against the more 
consequential costs of drugs prescribed 
for out-of-hospital patients has come into 
being in the last decade, and more par- 
ticularly in the past five years. The ap- 
proaches taken are varied. The role 
which insuring mechanisms should play 
in offering protection against the costs 
of drugs is not yet resolved. Insurers 
will have to feel their way, weighing 
their experiences against public demand 
and willingness to pay for such protec- 
tion. The finding of a pattern which 
at once is commensurate with modern 
medical care, public demand, public 
willingness to pay, and sound insurance 
principles will require experimentation, 
time, and patience. There is little ques- 
tion but that this will be forthcoming. 
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Despite the outstanding significance of mental illness, prepayment for 


psychiatric care is still an unsolved problem. A demonstration to 


see under what conditions this might be possible is described, 


and some of the early results are presented. 


INSURANCE FOR PRIVATE PSYCHIATRIC CARE: THE 


FIRST YEAR'S EXPERIENCE 


Arthur H. Harlow, Jr. 


Gr HEALTH INSURANCE (GHI) is 

the oldest, nonprofit medical care 
insurance organization in the north- 
eastern part of the country, and we are 
proud of our pioneering in the past. We 
now insure more than 650,000 people, 
of whom 300,000 are covered under 
what we call our “Family Doctor Plan.” 
This plan. while allowing free choice of 
doctor and paying a fee for each service 
rendered, covers an unlimited number 
of home and office calls beginning with 
the first visit, diagnostic x-ray and 
laboratory tests rendered outside the 
hospital, and preventive care—as well as 
the more usually insured services such 
as surgery, obstetrics, and the like. 
Through the participation of about 10,- 
000 doctors, it offers “Service” (paid- 
in-full) benefits without imposing any 
income ceilings for eligibility. The only 
major area of doctors’ care still excluded 
from coverage under this comprehensive 
plan is psychiatric care. 

Increasing emphasis is being placed 
on the value of psychiatric treatments. 
There have recently been important for- 
ward strides in the effectiveness of short- 
term therapy. We believe, therefore, 
that the time has come to face up to 
the challenging question which confronts 
all insurance plans today as to whether 
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private short-term psychiatric treatments 
in the office as well as in the hospital are 
insurable. 

There is some, but very little, informa- 
tion available on this subject. A few 
Blue Cross plans have found that only a 
small proportion of subscribers are hos- 
pitalized for psychiatric treatment in 
general hospitals, the only cases they 
cover. Our experience, so far, has shown 
that about five times as many cases are 
confined in psychiatric hospitals as in 
general hospitals. If our first year’s 
experience is confirmed by additional 
cases, it would indicate that these Blue 
Cross plans have been dealing with only 
a small part of the problem. 

“Major medical” p'cns have found 
extreme variations in uulization by dif- 
ferent groups. The most usual form of 
“major medical” insurance is to have a 
patient pay a substantial “deductible,” 
and then have him pay a part of addi- 
tional bills, no matter what their amount 
may be, up to a high maximum. Cur- 
rently, the most common arrangement is 
to have the patient and the plan each 
pay one-half of the psychiatrist’s bill. 
In actual practice, more and more 
“major medical” plans are entirely ex- 
cluding bills for psychiatric treatment 
because the insurance companies have 
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had such discouraging experience in this 
area. In any event our project does 
more than “major medical” to reduce 
the initial financial barrier between the 
psychiatrist and the average American 
family. 

We believe that much more information 
is needed before insurance for psycho- 
therapy can be undertaken with any con- 
fidence. As we succeed in collecting and 
analyzing such information — particu- 
larly after our two-year project is ended 
—it will be made available to all mem- 
bers of the American Public Health As- 
sociation who are interested, as well as 
to insurance carriers. 

There has been, of course, much dis- 
cussion over the years as to how, if at 
all, psychiatric services could be in- 
sured. In fact, the more interested one 
becomes, the more the questions multi- 
ply. How do you define a psychiatric 
condition? A psychiatric service? What 
type of services would you cover? Ren- 
dered by whom? Where? How would 
you limit your liability? By excluding 
certain diagnoses? By having the pa- 
tient pay a part of the cost—and if so, 
how large a part? By limiting the num- 
ber of services covered ? 

We felt that the only way to cope with 
this endless flow of questions was to try 
an actual experiment. In the process of 
designing the experiment, we had to 
make decisions about a lot of these ques- 
tions. Our decisions were conditioned 
primarily by our need to concentrate on 
the one question as to whether or not 
this treatment is insurable; that is, how 
many people will seek treatment if the 
cost is largely covered by insurance? 
Because of shortages of time and money, 
we are trying not to be led into other 
areas, no matter how important or how 
interesting—such as, “How many people 
in our community suffer from mental 
illness?” “How many of them would 
benefit from going to a psychiatrist?,” 
and so forth. 

Most difficult of all to evaluate are the 


attitudes of the many people who do not 
understand psychotherapy, do not accept 
it, and, perhaps most important of all, 
fear that their neighbors, co-workers, 
and particularly their bosses, would mis- 
interpret it. It is impossible to determine 
at this time what the result would be on 
the demand for psychiatric services if 
psychiatry were to become an accepted 
part of medical care, and if these fears 
and prejudices were gradually to dis- 
appear. We know, however, that these 
developments can and must take place. 

In designing our project, we decided, 
first, to limit the number of services to 
be paid for (e.g., 15 individual office 
visits and 30 days in the hospital). We 
further decided that the patient should 
pay a part of the cost (e.g., $5 out of 
the $20 individual office visit fee). We 
are paying only for services rendered 
by psychiatrists who are members of the 
American Psychiatric Association, and 
who agree to participate in our program. 
The effects of these limitations. we know, 
will be very difficult to evaluate. 

These decisions were made with the 
help of representatives of the American 
Psychiatric Association and the National 
Association for Mental Health, both of 
which are cosponsoring the program. A 
grant from the National Institute of 
Mental Health is meeting two-thirds of 
the cost. GHI’s one-third is coming 
from surplus—no additional premium is 
being charged eligible subscribers. 

More than one-half of the 2,000 mem- 
bers of the American Psychiatric Asso- 
ciation in our area are participating, 
which means that they are accepting 
the project’s allowances as payment in 
full for covered services and are com- 
pleting the lengthy Report Forms from 
which we tabulate our information. 

Each eligible subscriber has received 
a pamphlet which details the services 
covered and the amounts paid. Drugs 
are not in the list because they are not 
paid for, but records of their use are be- 
ing kept. As compared to “major medi- 
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Table 1—Characteristics of Eligible GHI 
Population and Population Seeking 
Psychiatric Treatment During the 
Period July 1, 1959-June 30, 1960 


Eligible Project 
Population Cases 
Per cent Per cent 
Distribution by Age 
12 and under 25 8 
13-19 10 ll 
20-49 43 62 
50 and over 22 19 
All Groups 100 - 100 
Distribution by 
Subscriber's Occupation 
Semiskilled or 
unskilled 28 14 
Skilled 39 30 
Clerical 12 21 
Sales > 4 
Executive 5 6 
Salaried professional 10 25 
Unemployed or retired 1 be 
100 100 
Distribution by 
Subscriber's Education 
Some grade school 9 5 
Finished grade school 13 7 
Some high school 29 20 
Finished high school 28 24 
Some college 12 19 
Finished college 9 25 
100 100 
Distribution by 
Family Income 
$2,000 and under z 3 
$2,41-$4,000 12 13 
$4,001-$6,000 42 35 
$6,001-$8,000 27 28 
$8,001-$10,000 10 9 
$10,001 and over 7 2 
100 100 
Distribution by Marital 
Status- Adults 
Single 9 20 
Married 86 72 
Widowed 3 2 
Divorced 1 4 
Separated 1 2 
100 100 


* Less than 0.5 of 1 per cent 
Note: The subscriber is the CHI contract-holder (with 
or without dependents). 
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cal” insurance, costs are held down by 
agreement as to fees as well as by the 
limitations on different types of services, 
and the project pays a larger part of the 
bill than most “major medical” policies 
now do. 

Benefits were offered to a sample of 
76,000 persons, composed of 30,000 GHI 
subscribers and their 46,000 insured de- 
pendents, all of whom are covered under 
GHI’s comprehensive Family Doctor 
Plan. It is important to remember that 
this group is not typical of the whole 
population of New York. Almost all the 
subscribers, for example, are employed; 
there are more children, and, of course, 
fewer people over 65. This sample may 
be typical, however, of people enrolled 
in a comprehensive insurance plan as 
members of employed groups. 

At the start of the project, we wrote 
to the 30,000 eligible subscribers, telling 
them of the new benefits to which they 
were entitled—with no increase in pre- 
mium—and asking them to fill out and 
return to us cards showing their age, 
sex, marital status, type of employment, 
family income, and education. 

In addition, we are keeping records 
by the group through which subscribers 
were enrolled because this is the way we 
would have to deal with them if they 
were covered under an active insurance 
program. 

Three mailings brought answers from 
70 per cent. The other 30 per cent were 
sampled by telephone and personal in- 
terviews. 

The project was planned to last for a 
period of two years because we believed 
that we would need at least that much 
time to collect ‘reasonably reliable in- 
formation. This belief should serve as a 
caution against interpretations of the in- 
formation secured during only one year. 
Table 1 compares the entire eligible 
population with those who sought serv- 
ice as to the demographic and other 
factors which I have already mentioned. 
Note the differences in utilization among 
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groups of different educational levels. I 
am sure this will come as no surprise. 
As to type of work, it is somewhat sur- 
prising that utilization is higher among 
clerical workers than among salesmen 
and executives. In the cross-tabulations 
we have done to date, the highest utiliza- 
tion was among employed unmarried 
female college graduates between 25 and 
29 years of age. 

These differences in utilization by dif- 
ferent groups in the population represent 
perhaps the greatest single problem as to 
insurability. For example, the GHI sub- 
scriber group with the highest utilization 
had an experience six times as high as 
the average. The second highest group 
was almost five times the average. Both 
groups are made up almost entirely of 
professional people and their families. 
(The remainder are clerical workers.) 
On the other hand, from some groups, 
almost all “blue collar,” there were no 
patients at all. 

Table 2 contains information about 
the cases themselves, taken from Report 
Forms filed by Participating Psychia- 
trists. While this table gives only a 
small part of the information which will 
be carefully analyzed before a final re- 
port is distributed, the data are indica- 
tive of the type of material which the 
project will produce. 

Table 2 can, perhaps, most easily be 
divided into two parts. The first part, 
Table 2(a), deals with the patients be- 
fore they came for treatment. The first 
two sections give summaries of the 
severity and duration of symptoms. In 
the judgment of Participating Psychia- 
trists, the symptoms had a major effect 
on the family life of 59 per cent of the 
patients. In 53 per cent of the cases, 
symptoms had been noticeable for two 
years or more. Fifty-seven per cent of 
the patients had not had previous treat- 
ment, and the psychiatrists estimated 
that for 53 per cent of them the exist- 
ence of the project had a major influ- 
ence on their seeking treatment. Forty 


668 


Table 2(a)—-Examples of Information 
Obtained About Project Cases 


Effects of Symptoms on Patient's Life 


Per cent of Cases with 
Indicated Degree of Effect on: 


Degree of Family Social Working 
Effect Life Life Life 
Minr 13 17 30 
Moderate 28 38 37 
Major 59 45 33 
100 100 100 


Duration of Symptoms Prior to Project Treatment 


Per cent 


Duration of Symptoms of Cases 
1-6 months 24 
6-12 months 10 
1-2 years 13 
Over 2 years 53 
100 
Previous Treatment 
Per cent 
of Cases 
Had previous treatment 
Had no previous treatment 57 
100 


Source of Referral 


Per cent 


of Cases 
Physician 40 
Self 33 
Relative 10 
Agency 1] 
Friend or fellow worker 6 
100 


Psychiatrist's Judgment of Project's 
Influence on Initiation of Treatment 


Per cent of Cases: 


With No 
Role of All Previous Previous 
Project Cases Treatment Treatment 
Major 4 32 53 ion 
Minor 25 26 25 
None 31 2 22 
100 100 100 


Note: All data on cases must be interpreted with 
great caution: They are based on a total of only 541 


cases. 
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Table 2(b) 
Distribution of Project Cases by Diagnosis 
Per cent 
Diagnosis of Cases 
Chronic brain disorders l 
Psychotic disorders 19 
Psychophysiological disorders 3 
Psychoneurosis 44 
Personality disorders 14 
Transient situational disorders 9 
Other (combinations) 10 
100 


Types of Treatment Received by Project Cases 


Per cent 
Type of Treatment of Cases 
Individual office therapy 96 
Group therapy 3 
Psychological testing 7 
Hospitalization 4 
Shock therapy 7 
Anesthesia for electro shock therapy 
(office cases) 0 
Drugs (office cases) 35 


Psychiatrists’ Evaluation of Project Patients’ 
Response to Treatment—Completed Cases* 


Per cent 

Response of cases 
Recovered 12 
Improved 63 
Unimproved 12 
Uncertain 13 
100 


Prognosis, Completed Cases* 


Per cent 

Prognosis of Cases 
Favorable 49 
Unfavorable 10 
Uncertain 41 
100 


Recommendations for Further Treatment, 
Completed Cases* 


Per cent 

of Cases 
Yes 84 
No 12 
Undecided 4 
100 


* Cases where final reports have been received. 
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per cent of the cases were referred to the 
psychiatrists by other physicians. 

The first two sections of Table 2(b) 
summarize the cases—during  treat- 
ment—by diagnosis and by the type of 
treatment received. This information 
will, of course, be analyzed later in 
greater detail. We shall interrelate 
diagnoses and different types of treat- 
ment and tie in both with age, sex, edu- 
cation, and other factors. For example, 
among older and less educated subscrib- 
ers, the proportion of psychotic disorders 
was much higher than average. 

The last three sections of Table 2(b), 
deal with the patients after they received 
treatment under the project. They cover 
only cases where final reports have been 
received. The prognosis in 49 per cent 
of the cases is favorable, while 41 per 
cent are listed as uncertain. Note that 
three out of four cases are considered 
recovered or improved; but, in 84 per 
cent of the cases, the psychiatrist recom- 
mends that the patient should have fur- 
ther treatment. 

Among the cases which took ad- 
vantage of all the office treatments to 
which they were entitled, further treat- 
ment was recommended by the psychia- 
trist for 95 per cent, and of these, 68 
per cent actually continued treatment at 
their own expense. Another 8 per cent 
were referred elsewhere. On the other 
hand, in about one-half of the cases in 
which we have received final reports, 
the patients did not seek all the services 
for which they were eligible. The aver- 
age number of office visits in these cases 
was approximately five. It is interesting 
to note the reasons given for the discon- 
tinuance of treatments in the cases where 
patients did not go for all 15 visits: 


Per cent 
Recovered—improved 28 
Treatment not recommended 6 
Resistance to treatment 46 
(under several descriptions) 
Transferred elsewhere for therapy 14 
Expense 6 
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There is another large area that re- 
mains to be explored. This is the effect, 
if any, of psychiatric treatment on the 
need of patients for medical or surgical 
care. Many psychiatrists believe that 
effective treatment of underlying psy- 
chiatric conditions would lower the de- 
mand for medical or surgical care—to 
such an extent that the cost to an insur- 
ance plan for psychiatric benefits would 
be more than offset by the decrease in 
other claims. We hope to secure in- 
formation which would either confirm or 
deny this theory. 

There are a number of reasons why 
GHI has undertaken this project. First, 
and most important, is that we are a 
nonprofit insurance organization whose 
proper function, we believe, is to try to 
make insurance more useful to our com- 
munity. Second is the practical oppor- 


tunity resulting from our location in 
New York where there are a great num- 
ber of psychiatrists. Third, the GHI 
population includes a large proportion of 
lower and middle income families, a 
great many of whom are in the “blue 
collar” category so that we can get 
meaningful comparisons between the 
experience of different groups. 

We believe that the inclusion of psy- 
chiatric treatments in insurance plans 
will help make the public aware of psy- 
chiatry as an essential part of general 
medical care. Further, it can do much 
to reduce the financial barrier which 
separates psychiatrists from families of 
average means. We hope, therefore, that 
this project will mean substantial prog- 
ress toward making psychiatric treat- 
ment both socially acceptable and finan- 


cially possible. 


Mr. Harlow is president, Group Health Insurance, Inc., New York, N. Y. 
This paper was presented before the Mental Health Section of the American 
Public Health Association at the Eighty-Eighth Annual Meeting in San Fran- 


cisco, Calif., November 3, 1960. 


The Anxiety of Nothing to Worry About 


“The so-called low toxicity of any tranquilizer may represent a psychological 


hazard. 


he no longer feels anxious while taking a tranquilizer! 
lack of worry and he feels that there is ‘a catch in it somewhere.’ 


In other words, the anxious patient may become more anxious because 


He worries because of his 
In short, natural 


anxiety may be a normal defense mechanism and therefore have virtue in its own 
right. When anxiety is suddenly and completely removed by the administration of 
a tranquilizing agent, the patient promptly finds himself at sea and utterly confused 
by a situation with which he cannot cope. He, therefore, must substitute a more 
normal defense mechanism, if he can summon one, or fall flat on his face.” 


(Christopher C. Shaw and Philip W. Felts. Treacherous Tranquilizers. American Journal of 
the Medical Sciences, February, 1959.) 
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Since 1946, medical group practice has experienced a threefold increase. 
In 1959, the U. S. Public Health Service surveyed this field. The 


distribution, composition, and activities of the groups are 


reported in this paper, one of a series of 


reports on this study. 


THE 1959 SURVEY OF GROUP PRACTICE 


S. David Pomrinse, M.D., M.P.H., F.A.P.H.A., and Marcus S. Goldstein, Ph.D., F.A.P.H.A. 


|" Is widely recognized that there has 
been a progressive increase in medi- 
cal group practice in the United States. 
This form of medical organization has 
been the subject of a number of previous 
studies,'~* the results of which have met 
with considerable interest. The present 
study was undertaken because of an 
evident need for detailed data on medi- 
cal organization and in order to begin 
to develop a time trend in this field. 
This latter objective is possible because 
the methodology of the 1946 Public 
Health Service survey of group practice 
could be utilized and much of it re- 
peated. Personnel who had participated 
in the earlier survey were available, 
either as active participants or as con- 
sultants. 

The present paper is one of a series 
of reports being made of various aspects 
of the study. It will discuss the number 
of medical groups in 1959 and in 1946, 
and their distribution by state and by 
county type, the number of and degree 
of specialization of their full-time physi- 
cians, and some indication of their pro- 
grams and standards. 

This study was made possible by the 
cooperative efforts of a number of per- 
sons and organizations having an inter- 
est in the field. The assistance of those 
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state and local health officers who fur- 
nished the names and addresses of 
groups in their locality is especially 
noted. Undoubtedly the level of the re- 
sponse rate is attributable to the stature 
of the cooperating organizations: The 
Council of Medical Service of the Ameri- 
can Medical Association, the American 
Association of Medical Clinics, the Na- 
tional Association of Clinic Managers, 
and the Group Health Association of 
America. 


Method 


With the assistance of the cooperating 
organizations, state and local health 
officers and a number of other agencies 
active in medical administration, a mas- 
ter, unduplicated list of names and ad- 
dresses of possible group practices was 
developed. four-page, 30-question 
questionnaire was sent to each. Non- 
respondents received a second letter and 
another copy of the questionnaire from 
four to six weeks after the first. Data 
supplied by the respondents was coded 
and underwent statistical processing. The 
data will be compared, whenever possi- 
ble, with that obtained in 1946. Sub- 
sequent publications will deal with other 
aspects of the information received. 
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Table 1—Response to Mailed Questionnaire Survey of Medical Groups in the United 
States, 1959 and 1946 


1959 1946 


Type of Response Number Per cent Number Per cent 
Total questionnaires mailed 3,164 100.0 981 100.0 
Questionnaires not returned 646 20.4 207 21.1 
Questionnaires returned 2.518 79.6 774 78.9 
(1) Medical groups of three or more full-time 
physicians formally organized to provide 
services in more than one medical field 
or specialty, with income from medical 
practice distributed according to some pre- 
arranged plan. 1,154 36.5 368 37.5 
(2) Single specialty groups: Groups like those 
of (1) except that all physicians practice 
the same specialty. 392 12.4 36 3.7 
(3) Medical groups of less than three full-time 
physicians. 263 8.3 59 6.0 
(4) Disbanded groups. 191 6.0 68 6.9 
(5) No groups (informal associations; individual 
practice; prepayment plans only; etc.). 417 13.2 222 22.6 
(6) Questionnaires returned by Post Office, 
marked “Unknown” or “Not at address.” 101 3.2 21 2.1 


Obviously, not every group in the 
country was known to any of the co- 
operating organizations and so the study 
should not be considered as a! completely 
inclusive one. However, there is sufficient 
similarity in method so that the results 
may reasonably be compared with those 
obtained in 1946. 


Results 


A. How Many Groups Are There? 


The similarity in response rate to 
that of the 1946 study is worthy of em- 
phasis. Of the 191 groups specifically 
reported as “disbanded,” 49 were known 
in 1946, the others having presumably 
been formed and disbanded since that 
time. It is entirely possible, of course, 
that many or all of the 101 groups 
whose questionnaires were returned by 
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the Post Office as “unknown” were also 
disbanded. Further detailed inquiry into 
their precise status will be carried out 
with the cooperating organizations. 

There were replies from more than 
three times as many groups of all types 
having more than three times as many 
full-time physicians as there were in 
1946. Single-specialty groups appear to 
have been increasing at the fastest rate 
of any of the types. 

From this point on, the term “medi- 
cal group” will refer only to Type (1) 
in Table 2. Analyses of the findings for 
the other types of groups will be re- 
ported later. 

The mean size of these Type (1) 
groups is 8.7 physicians, while the 
median is 4.4. This compares with a 
mean of 8.4 and a median of 4.7 in 
1946, or approximately the same size. 
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B. Where Are They? 


The state distribution of medical 
groups is shown in Table 3. Minnesota, 
California, and Texas now have over 100 
medical groups each. Only in Rhode 
Island and Alaska were none found 
(Hawaii reported 11). 

The increase in the number of medi- 
cal groups and of full-time physicians 
has occurred in all regions of the coun- 
try. albeit at varying rates. 

There has been a 214 per cent in- 
crease in the number of medical groups 
in the United States. The most rapid 
increase is to be found in the South 
Atlantic (343 per cent) and the East 
South Central (321 per cent) Regions, 
hoth of which had very few in 1946. 
The slowest increase has been in the 
Mountain (110 per cent) and New Eng- 
land (122 per cent) Regions; however, 
even in these regions the growth is strik- 
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ing, especially in certain of the states. 

To relate these increases to the 
changes in the population of these re- 
gions, the number of group physicians 
as a percentage of total active practicing 
physicians was determined (Figure 1). 
Almost one-fifth of all active physicians 
in the West North Central Region are 
in group practice, while less than 1 per 
cent are in New England. The number 
of physicians practicing in an area is 
a measure of the medical service being 
given and is related to such things as 
population, income, educational level, 
and urbanization. The proportion of the 
total number of practicing physicians 
who are in group practice appears to 
be a reasonable measure of the propor- 
tion of medical care they deliver, ignor- 
ing such variables as differences in 
efficiency and level of service between 
groups and solo practitioners. 


Table 2—Total Medical Groups and Physicians in Group Practice, by Various Defini- 


tions of Medical Group, 1959 


Number of Number of Physicians 


Total 
Multispecialty Groups: 


Single Specialty Groups: 


(3 


plan. 


Type of Medical Group Groups Full-Time Part-Time 
1,809 12,059 4,466 
Groups of three or more full-time physicians 
formally organized to provide services in 
more than one medical field or specialty, 
with income from medical practice distri- 
buted according to some prearranged plan. 1,154 10,082 1,365 
(2) Same as (1) except that groups have less 
than three full-time physicians. 219* 355 3,062 
Groups like those of (1) except that all 
physicians practice the same specialty. 392 1,536 25 
(4) Groups of less than three full-time physicians 
formally organized to provide services in one 
specialty, with income from medical prac- 
tice distributed according to some prearranged 
44 86 14 
* Includes 33 groups with no full-time physicians and 1,310 part-time physicians. 
673 
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Table 3—Number of Medical Groups and Physicians in Group Practice in the United 
States, by State: 1959 Compared with 1946* 


Group Physicians 


Medical Groups Full-Time Part-Time 
Region and State 1959 1946 1959 1946 1959 1946 
United States 1,154 368 10,082 3,084 1,365 409 
New England 
Connecticut 3 0 30 0 0 0 
Maine 1 0 5 0 0 0 
Massachusetts 7 2 152 9 4 3 
New Hampshire 5 4 96 ES) 6 2 
Rhode Island 0 0 0 0 0 0 
Vermont 2 2 ll 9 2 2 
Middle Atlantic 
New Jersey 5 5 56 29 5 7 
New York 36 10 390 69 409 104 
Pennsylvania 16 2 147 33 120 5 
South Atlantic 
Delaware l 1 4 3 l 4 
Dist. of Columbia > l 66 ll 32 8 
Florida 13 2 154 18 5 0 
Georgia 14 2 97 ll 24 1 
Maryland 3 1 15 4 6 4 
North Carolina 17 7 157 77 2 1 
South Carolina 10 1 35 5 0 7 
Virginia 20 3 112 20 24 18 
West Virginia 10 3 93 30 2 2 
East South Central 
Alabama 15 8 27 98 35 28 
Kentucky 23 4 149 7 10 0 
Mississippi 29 5 139 41 8 5 
Tennessee 13 4 93 17 5 0 
West South Central 
Arkansas 24 8 115 47 7 4 
Louisiana 35 10 301 108 39 10 
Oklahoma 24 13 168 7 16 9 
Texas 100 26 680 224 51 9 
East North Central 
Illinois 40 19 456 128 58 7 
Indiana 24 14 220 100 8 5 
Michigan 30 5 318 45 27 4 
Ohio 14 10 393 113 20 13 
Wisconsin 46 27 374 183 1] 1 
West North Central 
Iowa 50 10 352 63 9 7 
Kansas 30 13 279 72 7 l 
Minnesota 115 37 929 468 37 18 
Missouri 33 5 205 23 30 1 
Nebraska 13 9 77 44 0 1 
North Dakota 27 8 230 83 2 4 
South Dakota 18 5 104 21 12 0 
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Table 3—(Continued) 


Group Physicians 


Medical Groups Full-Time Part-Time 
Region and State 1959 1946 1959 1946 1959 1946 
Mountain 
Arizona 4 3 48 27 0 0 
Colorado 20 5 153 47 24 8 
Idaho 12 3 53 10 4 0 
Montana 16 16 135 103 8 3 
Nevada 3 2 15 10 1 1 
New Mexico 8 1 82 15 1 0 
Utah 13 Fi 109 50 4 12 
Wyoming 8 3 32 15 0 0 
Pacific 
Alaska 0 0 0 Tt 
California 110 26 1,574 315 258 83 
Hawaii ll 7 106 7 5 Tt 
Oregon 23 7 204 71 6 0 
Washington 25 ll 242 86 20 7 


* Only multispecialty groups of three or more full-time physicians are included in this table 


that follow. 


+ Not ascertained. 


BORAAAAAAA 


50999 10.0-14.9% 


Bea 15.0% and over 


and the tables 


Figure 1—Physicians in Full-Time Group Practice as a Percentage of Total Active 
Physicians in Private Practice, by Region: 1959 (1946 in Parentheses) 
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Table 4—Distribution of Medical Groups in the United States by County Type: 1959 


Compared with 1946 


Year of 
Public Health ___Total Groups 
Service Study No. Per cent 
1959 1,154 100.0 
1946 368 100.0 


Per cent of Groups in Each County Type* 


Metro- Adjacent to Isolated Isolated 

politan Metropolitan Semirural Rural 
41.6 17.2 36.5 4.7 
33.2 16.8 46.7 3.3 


* Counties are classified on the basis of population and proximity to densely populated areas. Five types of 
counties are differentiated; the first two are determined by the standard metropolitan areas as delineated by the 


Bureau of the Census. A standard metropolitan area, 


except in New England, is a county or group of counties 


containing at least one city of 50,000 or more inhabitants. In New England, where the county is not a unit of 


government, standard metropolitan areas are based on 


follows: (1) Greater metropolitan: counties within any 
(2) Lesser metropolitan: all other counties within the 


towns and cities. The five county types are defined as 


standard metropolitan area of 1,0°,000 or more population; 


standard metropolitaa areas; (3) Adjacent to metropolitan: 


counties contiguous to metropolitan counties: (4) Isolated semirurai: any other county containing at least one incor- 


porated place of 2,500 population; (5) Isolated rural: all other counties.° 


In general, the changes by region 
since 1946 correspond with the changes 
in the distribution of the group them- 
selves. In the groups reporting there 
are now 6.28 per cent of all active, 
practicing physicians who are full-time 
members and an additional 0.85 per 
cent who are part-time members, or a 
total of some 7 per cent. This corre- 
sponds with 2.64 per cent and 0.35 per 
cent, respectively, in 1946, or only 3 
per cent. Parenthetically, it may be 
noted that another 0.96 per cent are 
full-time members of  single-specialty 
groups. When all four types of groups 
listed in Table 2 are considered, it is 
found that a total of 16,525 or 10.29 
per cent of the 160,592 active practicing 
physicians® are members of some form 
of growp practice, of which 12,059 or 
7.51 per cent are full-time members. 

Part-time physicians are to be found 
in 325 ‘or 28.2 per cent) of the 1,154 
medical groups. There are a total of 
1.365 part-time physicians in these 
groups or a mean of 4.2 part-time physi- 
cians per group utilizing them. No 
estimate is available of the percentage of 
their total time these men spend in group 
practice. In 1946, 93 of the 368 groups 
(or 25.3 per cent) included 409 part- 
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time physicians, or a mean of 4.4 per 
group. Thus there has been no material 
change in the proportion of groups with 
part-time men or the number of such 
physicians per group, but approximately 
the same trebling of the absolute num- 


ber. 
Board certified speciolists 
JAAA AN } 
[Rees] 
549.0 
ROSH 900009 | Full specialists 
| AAAAAA 
BARA, 
A. 


Partial specialists 


General practitioners 
U4 
24.8 
Group All ‘US. 
physicians physicians 


Figure 2—Percentage Distribution of 
Physicians by Degree of Specializa- 
tion: Total Physicians in Private Prac- 
tice and Physicians in Full-Time Group 
Practice, 1959 
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The type of community served by 
these groups is indicated by Table 4. 
There has been a trend toward a greater 
concentration of groups in the metro- 
politan counties and a proportionate de- 
crease in the isolated semirural counties. 


C. How Many Specialists Are There? 

From Figure 2, it will be seen that 
medical groups continue to contain pro- 
portionally fewer general practitioners 
and partial specialists than does the 
total population of active, practicing 
physicians in the United States. There 
are relatively more full-time specialists 
in medical groups and a greater per- 
centage of their total staff is certified 
by an American Board than among all 
practicing physicians. In addition, a 
number of groups volunteered the infor- 
mation that many of their noncertified 
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full specialists were Board-eligible. How- 
ever, their number was not totaled since 
the question had not been specifically 
asked of all groups. 

As might be expected, there was con- 
siderable variation in the proportion of 
general practitioners and of full spe- 
cialists when related to the size of the 
groups (Figure 3). There is a steady 
progression toward a smaller proportion 
in general practice and more specializa- 
tion (Board-certification) as the groups 
get larger. However, it should be noted 
that even in the largest groups, 6.4 per 
cent of the physicians are general prac- 
titioners. 

Two hundred and fifty-three of the 
1.154 groups consisted of general practi- 
tioners only. Such groups were classi- 
fied as multispecialty groups, since many 
types of medical service would be pro- 
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Figure 3—Degree of Specialization of Physicians in Full-Time Group 


Practice, by Size of Group 
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Table 5—Medical Groups with Full-Time Physicians Practicing the Specified Special- 


ties Full-Time, by Size of Group 


Groups Having 


Size of Group (Full-Time Physicians) 


Indicated Specialty 3-5 6-10 11-15 «(16-25 26+ 
Specialty Number Per cent Number of Groups 

Total 1,154 — 660 279 88 81 46 
General surgery 754 65.3 316 233 81 79 45 
Internal medicine 614 53.2 177 230 81 80 46 
Pediatrics 367 31.8 60 137 57 72 41 
Obstetrics and gynecology 302 26.2 70 98 48 54 32 
Radiology 220 19.1 17 48 51 62 42 
Orthopedics 176 15.3 9 35 35 56 41 
Urology 169 14.6 15 21 36 55 42 
Obstetrics 160 13.9 35 67 24 21 13 
Opthalmology 139 12.0 6 33 22 43 35 
ENT 134 11.6 2 23 18 52 39 
Dermatology 78 68 1 7 12 23 35 
Pathology 61 5.3 1 7 10 17 26 
Psychiatry 60 5.2 2 10 6 17 25 
EENT 60 5.2 17 22 ll 9 1 
Dentistry 60 5.2 5 19 10 12 14 
Gynecology 58 5.0 13 18 8 ll 8 
107 9.3 16 22 12 21 36 


Table 6—Physicians in Full-Time Group Practice by Field of Practice and Size of 


Group 


All Groups 


Size of Group (Full-Time Physicians) 


Field of Practice Number Per cent 3-5 6-10 11-15 16-25 26+ 

Total number 10,082 -- 2,450 2,081 1,111 1,522 2,918 

Per cent of Physicians 

Total — 100.0 100.0 100.0 100.0 100.0 100.0 
General practice 2,492 24.7 63.0 25.5 15.6 3.3 6.3 
Internal medicine 2,223 22.0 9.5 23.1 25.9 29.1 26.8 
General surgery 1,418 14.1 15.2 18.5 15.5 13.8 95 
Pediatrics 771 7.6 2.8 8.5 8.8 11.8 8.5 
Obstetrics and 

gynecology 585 5.8 3.4 6.9 7.6 7.7 5.4 
Radiology 364 3.6 0.7 2.8 5.2 5.2 5.2 
Orthopedics 316 3.1 0.5 2.0 4.7 5.7 4.3 
Urology 239 2. 0.7 1.0 3.3 4.4 3.3 
Obstetrics 221 an 1.5 4.0 3.3 2.3 1.0 
ENT 214 2.1 0.1 1.2 1.7 4.2 3.6 
Opthalmology 207 2.1 0.2 1.9 2.3 3.5 2.9 
Psychiatry 170 1.7 0.1 0.6 0.7 1.6 4.3 
Pathology 135 1.3 1 0.4 0.9 1.4 3.3 
Dermatology 127 1.3 ° 0.4 12 1.6 2.8 
Gynecology 66 0.7 0.6 0.8 0.8 1.1 0.3 
EENT 66 0.7 0.7 1.1 1.1 0.8 . 
Other 468 4.6 1.0 y 1.4 2.5 12.5 


* Less than 0.05 per cent. 
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vided by these physicians. There were 
902 full-time physicians in these groups, 
giving a mean size of 3.6 physicians per 
group, less than half the mean size of 
all medical groups (8.7). 


D. What Specialties Are Represented in the 

Groups? 

The entire spectrum of the medical 
specialties is to be found in medical 
groups. 

The smallest groups (between three 
and five full-time doctors) contained a 
much greater proportion of surgeons 
than of any other specialists. This pre- 


Table 7—Response of Medical Groups to 
Question: “Does Group Have Any 
Special Program(s) fer Care of Its 
Older Patients (Age ©} and Over)? 
If Yes, Please Describe.” 


Medical Groups 


Descriptive Response Number Per cent 

Total number 1,154 100.0 
No response 8 0.7 
No program 997 86.4 
With a program 149 12.9 

Type of program: 
Fees substantially reduced 

or eliminated if patient 

is unable to pay 57 4.9 
Participation in Blue 

Shield, Senior Citizens 

Contract, or other pre- 

payment plan 27 28 


Medical care to patients 
in old age homes, nurs- 
ing homes 22 1.9 


Cooperate with OAA or 


like agency 18 1.6 
Health coverage to pen- 

sioners 11 1.0 
Rehabilitation program in 

effect 6 0.5 
Other 9 0.8 
No description given 8 0.7 

Note: Percentages by type of program do not add to 


100 because of more than one program in some groups. 
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ponderance is not seen in any other size 
of group, where surgery and internal 
medicine are found in about the same 
number of groups. 

When the number of physicians in 
each of the fields of practice is con- 
sidered (Table 6), it is seen that gen- 
eral practitioners are the most numerous, 
followed by the internists and the sur- 
geons, and then by the pediatricians and 
OB-Gyn_ specialists. Radiology, path- 
ology, and other specialties are com- 
monly filled by part-time participants in 
the group. Only 5 per cent of the groups 
have a full-time dentist. 

There is a concentration of general 
practitioners in the smallest groups and 
of internists in the larger ones. Sur- 
geons represent about 15 per cent of all 
full-time physicians in the groups re- 
gardless of group size. Few pediatricians 
are found in the smallest groups, but 
they represent a significant proportion 
of the physicians in groups of six or 
more full-time physicians. 


E. What Are Some of the Things These Groups 

Do? 

In considering the data presented in 
this section, care should be taken not to 
overinterpret the findings. No defini- 
tions accompanied the questionnaires 
and undoubtedly the questions meant 
different things to different people. The 
results are presented to stimulate further 
study in these areas. 

1. “Principal Activity” — Practically 
all the medical groups are engaged in 
providing at least some general medical 
care. Less than 2 per cent of the groups 
state they provide only consultation, re- 
ferral service, and/or diagnostic service. 
The larger groups report that more of 
their activity is in these latter categories 
than do the smaller groups, whose 
activities tend more to general medical 
care. In groups of all sizes, 13.4 per 
cent report that a fifth or more of their 
activity is in consultation or referral 
service, and 3.2 per cent of the groups 
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Table 8—Response of Medical Groups, by Size of Group, to Question: “Does Group 
Have Any Special Program(s) for Care or Rehabilitation of Patients with Chronic 


Disabilities? If Yes, Please Describe.” 


All Groups 


Size of Group (Full-Time Physicians) 


Descriptive Response Number Per cent 3-5 6-10 11-15 16-25 26+ 
Total number of groups 1,154 -- 660 279 88 81 46 
Per cent of Total 

No response 12 1.0 0.9 1.1 1.1 — 4.3 
No program 1,010 87.5 89.7 88.5 81.8 85.2 65.2 
With a program 

Type of program: 132 11.4 94 10.4 17.0 14.8 30.4 
Department of physical 

medicine and/or physi- 

cal therapy provided 50 4.3 2.9 3.2 9.1 7.4 17.4 
Cooperation with a public 

rehabilitation service 45 3.9 4.2 3.2 4.5 25 4.3 
Special clinics (e.g., for 

epileptics, diabetics) 5 1.3 0.6 0.4 2.3 4.9 8.7 
Counseling service 11 1.0 0.6 1.4 1.1 2.5 — 
Consultation with  spe- 

cialists 3 0.3 0.2 — - 
Reduced fees or no fees 

when necessary 3 0.3 0.3 0.4 -- -- - 
Visiting nurse service 3 0.3 0.3 -— - 1.2 -- 
Prothesis services 2 0.2 0.3 -- — — 
Other 8 0.7 0.3 1 1.1 1.2 -- 
No description given 6 0.5 0.3 0.7 1.1 -- 2.2 

Note: Percentages by type of program do not add to 100 because of more than one program in some groups. 
have a fifth or more of their activity in ents and no fixed definition of a “com- 


diagnostic service only. 


were found in the 1946 survey. 
2. Physical Examinations — 42.2 per 


Similar results 


cent of the respondents did not answer 
the question: “In 1958, approximately 
what percentage of the group’s total 
patients received a complete physical ex- 
amination?” The median response of 
those who did reply was 34 per cent. 
just over one-third. There were 44.2 
per cent who did not reply to the ques- 
tion rephrased to apply only to the 
group’s new patients. The median per- 
centage of the responding groups was 74 
or three-fourths. 

The caution expressed above is par- 
ticularly applicable to this question. 
With such a large group of nonrespond- 
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jlete physical examination,” the data 
I pny 
than 


represent methodological rather 
substantive findings. A review of this 
subject in an intensive study of 22 


groups in 1946 reported by Cioeco. 
Hunt, and Altman® showed that 40 per 
cent of new patients received a “general” 
examination. 

3. Programs for Older Patients—Only 
13 per cent of the groups claim to have 
a special program for older patients 
(Table 7). However, the concept of a 
special program is net one which all 
medical organizations understand. Thus. 
while “no program” may have been re- 
ported, the groups may have been doing 
some of the things which other groups 
reported as programs. 
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1. Rehabilitation Programs—Reserva- 
tions similar to those above apply to this 
question also. Eleven per cent, or 132 
groups, described some special reha- 
bilitation programs. Those groups with 
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programs do, however, indicate a con- 
siderable variety of activities. Physical 
medicine and cooperation with a public 
rehabilitation agency were the common- 
est. (Table 8.) 


Table 9—Response of Medical Groups, by Size of Group, to Question: “Does Group 
Have Any Formal Method for Maintaining Quality of Medical Care? If Yes, Please 


yroups Size of Group (Full-Time Physicians) 


Describe.” 
All ¢ 
Descriptive Response Number 
Total number of groups 1,154 
No response 41 
No program 385 
With a program 728 


Type of program: 
Time off for refresher and/or post- 


graduate courses 322 
Regular staff meetings 248 
Required attendance at medical meet- 

ings 103 


Committees on medical records, tissue, 
infections, autopsies; hospital ac- 
creditation; medical audit; constant 
clinic and hospital checks; diag- 


nostic board 62 
Participation in American Academy 
of General Practice Program 51 


Staff discussion of unusual or difficult 
ceases; informal consultations within 
group: group review of cases; 


free consultation services 43 
Participation in student, intern, and/or 
resident training 38 


Journal Club; availability of library 

and journals 22 
Professional supervision by medical 

director, heads of departments: 

medical advisory committee 20 
Continuing self-appraisal; boards of 

trustees analyzing and evaluating 


medical care service 14 
Encourage American Specialty Board 

certification 13 
Careful selection of medical staff 12 


Other (e.g., as private hospital, quality 
of medical care must meet demands 
of public: staff operates under by- 
laws. rules, and regulations; all 
diagnostic problems receive a com- 
plete physical examination; etc.) 31 
No description given 39 


Percent 3-5 6-10 11-25 26+ 
_- 660 279 169 46 

3.6 3.2 4.3 3.6 4.3 
33.4 36.8 34.4 26.0 4.3 


63.1 60.0 61.3 70.4 91.3 


27.9 31.4 28.0 17.8 15.2 
21.5 13.6 25.1 41.4 39.1 


8.9 9.1 10.0 7.1 6.5 
5.3 1.7 5.0 13.0 30.4 
4.4 7.0 1.4 0.6 — 
3.7 3.8 2.9 2.4 13.6 
3.3 1.4 3.2 4.1 28.3 
1.9 2.4 0.7 2.4 — 
1.7 0.3 1.8 3.0 18.2 
1.2 0.6 2.1 12 4.3 
0.3 4.1 2.2 

( 0.5 0.7 1.8 8.7 
2.7 1.9 14 4.2 10.8 
3.4 2.7 3.9 4.7 4.3 


Note: Percentages by type of program do not add to 
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100 because of more than one program in some groups. 
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5. Quality Control — Sixty-three per 
cent of the medical groups consider that 
they do have a formal method of main- 
taining quality of care. While there is 
some variation with size of group, even 
among the smallest groups 60 per cent 
report some program, while over 90 per 
cent of the largest groups do. (Table 9.) 

The smaller groups mention time off 
for refresher and postgraduate courses 
and regular staff meetings. The larger 
ones more frequently participate in 
teaching of medical students, interns, 
and residents and attach importance 
even more frequently to regular staff 
meetings. 


Conclusions 


There has been a threefold increase 
in medical groups and in the number of 
their full-time physicians since 1946. 
The distribution by geographic area 
shows that the Mountain and West North 
Central Regions still have the highest 
concentration of group physicians, but 
that the South Atlantic and East South 
Central Regions have shown the most 
rapid rate of increase. More groups 
are found in metropolitan areas than 
formerly, while fewer are seen in the 
isolated semirural types of counties. 

Groups have proportionately more full 
specialists and fewer general practi- 
tioners than the active practicing physi- 


cian population. The larger the group, 
the more this finding holds. All medical 
specialties are found in groups, in- 
ternists and general surgeons are most 
numerous among specialists. 

The predominant activity of medical 
groups is the provision of general medi- 
cal care (as distinguished from referral 
work or diagnosis only). Data were ob- 
tained on complete physical examina- 
tion practices of the groups. Few groups 
indicated that they had special programs 
for the aged or the disabled, but a 
variety of activities in these fields were 
reported. Sixty-three per cent stated 
that they used one or more formal meth- 
ods to control the quality of medical 
care. 
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An increase in the number of out-of-wedlock births in various parts of the 
United States is a matter of concern. The study presented here is an 
analysis of the problem in New York City, and includes social as 


well as medical data. 


Needs that involve public health 


action are clearly indicated. The second and final 


section will appear in the June issue. 


OUT-OF-WEDLOCK BIRTHS IN NEW YORK CITY 


I—SOCIOLOGIC ASPECTS 


Jean Pakter, M.D., M.P.H., F.A.P.H.A.; Henry J. Rosner, B.S.S., LL.B.; Harold Jacobziner, 


M.D.. F.A.P.H.A.; and Frieda Greenstein, B.A. 


|* RECENT years there has been a steady 
growth in the number of reported 
births to unmarried mothers in New 
York City and nationally. A steady rise 
has been noted in the United States since 
1947. at which time an_ estimated 
131.900 out-of-wedlock births occurred, 
representing 3.6 per cent of all live 
births. In 1958, the number increased 
to 208.700 (5.0 per cent) comprising 
a 39 per cent increase in the rate. This 
rising trend has been even sharper in 
New York City as evidenced by an 
increase in rate from 3.0 per cent in 
1946 to 8.0 per cent in 1959, compris- 
ing a 167 per cent increase in the rate. 
A similar pattern has been noted in 
other large urban areas where the 
mounting numbers have served to ag- 
gravate the serious health, welfare, and 
social problems inherent out-of- 
wedlock births. 

In order to determine the reasons for 
the sharp rise and to deal adequately 
with the consequences of out-of-wedlock 
births, all the available data of the New 
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York City Departments of Health, Wel- 
fare. and Education relating to these 
births were reviewed, analyzed, and 
correlated. 

Answers to the following questions 
were sought. 


1. What is the size of the out-of-wedlock 
problem and is it related to the changing 
ethnic composition of the population? 

2. What are the characteristics of the un- 
married mother such as age, parity, and 
socioeconomic status? 

3. What is the adequacy of protective health 
and welfare services for the unmarried 
mother and her child? 

4. What maternal complications may affect 
the unmarried mother? 

5. Is loss of life among unmarried mothers 
greater? 

6. Is the unmarried mother more likely to 
have a prematurely born infant or one 
born with a malformation? 

7. Is the out-of-wedlock infant less likely to 
survive? 


Method of Study 


An analysis was made of all live 
births and matched infant death cer- 


tificates in New York City for the years 
1955-1959. For the purposes of the 
study infant deaths were defined as 
deaths from birth up to one year of age. 
The ethnic groups analyzed in these data 
were classified as: 

1. White (excluding Puerto Rican) 

2. Nonwhite (excluding Puerto Rican) 

3. Puerto Rican. 


The nonwhite group in New York City 
is practically all Negro, constituting 
99.8 per cent of all nonwhite out-of- 
wedlock births, but rarely includes 
Chinese and any other non-Caucasians 
such as Filipinos, Koreans, and Poly- 
nesians. The Puerto Rican group is 
comprised of all mothers whose nativity 
is stated on the birth certificate as 
Puerto Rican. Since there is no designa- 
tion of out-of-wedlock or in-wedlock on 
the certificate, the births were considered 
out-of-wedlock when: 

1. No name appeared in the space provided 

for the name of the father 


2. The family name of the father was differ- 
ent from the family name of the child 

3. The family name of the child was the same 
as the maiden family name of the mother 
(a combination of criteria was employed 
to determine out-of-wedlock status for the 

Rican group, because of their 

using the mother’s maiden 


Puerto 
custom of 
family name) 

4. The hospital indicated on the back of the 
birth certificate that the birth was out-of- 
wedlock 

5. A known shelter for unmarried mothers 
was given as the mother’s address. 


The true number of out-of-wedlock 
births is thus probably slightly under- 
estimated in this report, particularly for 
the white group where the mores and 
social attitude encourage concealment. 
On the other hand, it is recognized that 
there exists among both the Negro and 
Puerto Rican groups, a tradition of com- 
mon-law marriage. Since the laws of 
New York State do not acknowledge 
such marriages, the births resulting from 
such unions are reported as out-of- 
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wedlock. This may account in part for 
the relatively higher proportions of out- 
of-wedlock births among these two 


groups. 


Scope of the Problem 


The number of out-of-wedlock births 
in New York City has increased each 
year from 4,622 in 1946 to 13,380 in 
1959. The total births rose in the same 
period from 152,736 to 168,138. The 
proportion of out-of-wedlock births to 
total births rose from 3.0 per cent to 
8.0 per cent in 1959. A considerable 
variation in rate was noted among the 
ethnic groups with 2.1 per cent for the 
whites, 11.4 per cent for the Puerto 
Ricans, and 25.0 per cent for the non- 
whites. 

The difference in the pattern of out- 
of-wedlock births for each ethnic group 
was even more striking when related 
to the data for total births. Although 
the births to nonwhite mothers con- 
stituted only 20.1 per cent of the total 
births in 1959, this group contributed 
63.0 per cent of the out-of-wedlock 
births. Births to Puerto Rican mothers 
though constituting 13.6 per cent of the 
total births, contributed 19.5 per cent of 
out-of-wedlock births. By contrast. births 
to the white mothers comprising 66.3 
per cent of the total births contributed 
17.5 per cent of the out-of-wedlock 
births. 

The biggest factor contributing to the 
increase in the total number of out-of- 
wedlock births in New York City has 
been the change in the ethnic composi- 
tion of its population. In recent years, a 
substantial number of Negroes and 
Puerto Ricans of low income have mi- 
grated into the city. The adverse en- 
vironment under which they have been 
compelled to live when added to a 
cultural heritage of unmarried mating 
(see discussion below), has further dis- 
couraged stable family life and fostered 
out-of-wedlock births. 
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The changes in ethnic composition of 
the population in the city are clearly 
reflected in the changing proportions of 
births by ethnic group. 1954, 
total births to the white group have de- 
creased from 121,704 to 111,539 in 
1959, whereas the births to the nonwhite 
group have increased from 25,465 to 
33.705, and births to the Puerto Rican 
group have increased from 16,891 to 
22.894. The ethnic redistribution of the 
childbearing population in New York 
City has resulted in a substantial in- 
crease in the number of out-of-wedlock 
births because of the higher percentage 
of these births among the disadvantaged 


Since 


nonwhite and Puerto Rican groups. If 
the distribution of births by ethnic group 
for 1954 had prevailed in 1959, the 
adjusted rate of out-of-wedlock births 
would have been 6.6 per cent rather 
than 8.0 per cent. 
composition thus have accounted for the 


Changes in ethnic 


disproportionately greater increase of 
out-of-wedlock births in New York City 
and other large urban centers as com- 
pared with the nation as a whole. 

The proportion of out-of-wedlock 
births for the whites, though small as 
compared to the other ethnic groups, 
has shown a considerable increase. The 
rate for this group rose from 1.4 per 
cent in 1954 to 2.1 per cent in 1959, 
constituting a 50 per cent increase. For 
the nonwhites. the rate rose from 21.5 
per cent in 1954 to 25.0 per cent in 
1959, and for the Puerto Ricans, from 
10.5 per cent to 11.4 per cent in this 
same period. This relatively sharp rise 
in out-of-wedlock births for the whites 
may indicate that the problem is becom- 
ing more acute for this group. 


Out-of-Wedlock Births by Geographic 
Health Districts 


For administrative purposes, the New 
York City Department of Health has 
divided the city into 30 geographic 
health districts. A wide range according 
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to district was found in the percentages 
of vetef-wedlock births, correlated with 
percentages of premature births, births 
on general service as well as the rates of 
infant mortality. The proportion of out- 
of-wedlock births was definitely related 
to the ethnic composition of the child- 
bearing population in each district, with 
the highest percentage occurring in those 
districts populated predominantly by the 
nonwhites and Puerto Ricans. However, 
when out-of-wedlock births were ana- 
lyzed by ethnic group in each district, 
variations associated with socioeconomic 
differences were disclosed. To illustrate: 
the percentage of out-of-wedlock births 
among the nonwhites varied from a high 
of 37.5 per cent in the Central Harlem 
district, considered one of the worst slum 
districts in the city, to a comparative low 
of 8.9 per cent in the Pelham Bay dis- 
trict, generally regarded as a good resi- 
dential neighborhood. Similarly, a vari- 
ation was found among the Puerto 
Ricans, with a high rate of 21.4 per 
cent out-of-wedlock births in the River- 
side district, where housing conditions 
for the Puerto Ricans are extremely bad, 
to a low of 3 per cent in the Westchester 
district, where housing conditions are 
much better. 

This variation within ethnic groups 
suggests that socioeconomic factors have 
a greater influence on the rate of out-of- 
wedlock births than ethnic background 
per se. 


Characteristics of the Unmarried 
Mother—Age 


The common belief that out-of-wedlock 
births occur primarily among the very 
young was not borne out by our data. 
Though the average age of the un- 
married mother was generally less than 
that of the married mother, the differ- 
ence was not very large. The average 
age for the unmarried was 24.6 years 
compared with 27.6 years for the mar- 
ried mother. The difference in age be- 


tween the married and unmarried among 
the nonwhite group was 2.4 years 
whereas for the whites the difference was 
four years. There was practically no 
difference in age between the married 
Puerto Rican mother (25.6 years) and 
the unmarried (25.3 years). 

For the group of unmarried mothers 
receiving shelter care, who comprise 8 
per cent of the total of unmarried 
mothers in New York City, the average 
age was 22.1 years as compared with 
24.8 years for those not receiving shelter 
care. This finding is to be expected since 
the shelters follow a policy of admitting 
younger women and primiparas almost 
exclusively. 

It would he a misiace to conclude 
from these averages that there does not 
exist a special problem of the very young 
unmarried mother under 15. From 1955 
through 1959, 797 babies were born to 
mothers under 15 years of age, and of 
these 707 (88.7 per cent) were born 
out-of-wedlock. This age group con- 
tributed 1.2 per cent of all out-of- 
wedlock births. 

Of the out-of-wedlock births to girls 
under 15, 515 (77 per cent) were to 
nonwhites. It is significant that only 
55 (10 per cent) of these very young 
nonwhite mothers under 15 were ad- 
mitted to shelters, whereas 59 per cent 
of the white and 37 per cent of the 
Puerto Rican girls under 15 years of 
age were admitted to shelters. The 
next age group of mothers, 15 through 
17, a group also regarded as too imma- 
ture for motherhood, contributed 6,392 
or 10.8 per cent of all out-of-wedlock 
births from 1955-1959. 

The unmarried mothers under 18 in 
New York City predominantly 
nonwhites constituting three- 
fourths of the total in this age group. 
Interestinely, the lowest proportion of 
unmarried mothers under 18 was found 
among the Puerto Ricans (5.0. per 
cent); whereas for the whites it was 
13.3 per cent and for the nonwhites 


were 
almost 


13.8 per cent. Could this finding re- 
flect a greater degree of parental con- 
trol over the teen-age girl among the 
Puerto Ricans? 

The data indicated that the percent- 
age of unmarried mothers under 18 
years of age was comparatively lower 
in New York City (11.8 per cent in 
1958 and in 1959) than for the United 
States as a whole (21.3 per cent in 


1958). Although an increase has oc- 
curred nationally for this teen-age 


group (from 29,500 of a total of 131.- 
900 illegitimate births in 1947 to 44,500 
of 208,700 illegitimate births 11 1958). 
the proportion has dropped from 22.3 
per cent in 1947 to 21.3 per cent in 
1958. The same phenomenon has been 
noted in New York City. In 1955, of 
10,328 out-of-wedlock births, 12.4 per 
cent (1,282) unmarried 
mothers under 18 years of age. In 
1959, of a total of 13,380, 11.8 per cent 
(1.583) were teen-age 
group. Though one may seek comfort 
in this slight drop in the proportion. 
nevertheless the increase in the absolute 


were to 


born to. this 


numbers is alarming since motherhood 
can hardly be considered desirable for 
either mother or child at such an early 
age. In view of this, community serv- 
ices must be further expanded for this 
immature group. 

In the next older age group, 18-34 
years, the proportion of white unmar- 
ried mothers (78.7 per cent) was ap- 
proximately the same as that for the 
nonwhites (79.2 per cent), while for 
the Puerto Ricans it was much higher 
(86.7 per cent). The highest propor- 
tion of unmarried mothers aged 35 
years and over was found among the 
Puerto Ricans (8.2 per cent); next 
came the whites (7.7 per cent); and the 
lowest was found among the nonwhites 
(7.0 per cent). The greater preponder- 
ance of the older age group for the 
Puerto Ricans may be associated with 
the relatively more common pattern of 
consensual union among them. 
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Our data indicated that on the aver- 
age the unmarried mother in New 
York City was older than the unmar- 
ried mother in the United States as a 
whole. This can be explained by the 
relatively high proportion of Puerto 
Rican and nonwhite unmarried mothers 
in New York City. Whereas in 1957, 
10 per cent of the unmarried mothers 
in the United States were under 20 
years of age, in New York City 25.5 

In the 
same year 2 per cent of the unmarried 
mothers were under 15 years of age 
for the country as a whole, as compared 
with 1.2 per cent in New York City. 
Thirty per cent of the unmarried 
mothers in the United States were 20-24. 
years of age as compared with 33.9 per 
cent for New York City. For the older 
age group of 25 years and over unwed 
mothers comprised 30 per cent of the 
total number in the country as con- 
trasted with 40.6 per cent for New York 
City. 


per cent were in this age group. 


The Pregnant Girl in School 


A review based on data from the 
Bureau of Attendance of the New York 
City Board of Education of 259 cases 
of pregnancy among girls attending 
school disclosed the following: The girls 
ranged in age from 12 to 17 years with 
80 per cent in the age group of 15 and 
16. Although most of these girls were 
pregnant for the first time, seven girls 
were pregnant a second time and one 
for the third time. 

The ethnic distribution of these preg- 
nant school girls was 69.5 per cent non- 
whites, 17.0 per cent Puerto Ricans, 
and 11.2 per cent whites. This distri- 
bution approximates that of all unmar- 
ried mothers under 18 in New York 
City. 

Significantly, two-thirds of these 
young girls came from broken homes. 
However, only 13 per cent of the girls 
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were reported as having poor relation- 
ships with the parents and 4 per cent of 
the girls were stated to have poor re- 
lationships with their peers or siblings. 
Twelve per cent were reported as be- 
havior problems. Nine per cent were 
recorded as having poor health. Test- 
ing the intelligence of this group re- 
vealed that about one-third was men- 
tally retarded and had an IQ of less 
than 75, another third was subnormal 
and had an IQ of 75-90, and the re- 
maining third was classified as normal 
with an IQ of 90 or over. Two girls 
included in this group had a high 1Q 
of 125 or over. About 50 per cent of 
the girls were known for a pattern of 
truancy and were reported as having 
an unfavorable attitude toward educa- 
tion. 

More than one-third of the girls were 
in the third trimester of pregnancy at 
the time of discharge from school. 
Eleven per cent were stated to be in 
the eighth month of pregnancy. It was 
reported that 89 per cent of the girls 
had prenatal care with the majority re- 
ceiving such care in a hospital clinic. 
The comparatively high percentage of 
girls under care speaks well for the 
liaison between school and health offi- 
cials in New York City. 

The foregoing description seems to 
indicate that these pregnant girls could 
characterized as difficult be- 
havior problems when compared with 
other girls of similar age and ethnic 
group. The very large proportion, two- 
thirds, coming from broken homes and 
the large number. two-thirds, with 
below normal intelligence may point to 
causal relationships, with emotional de- 
privation as a factor on the one hand 
and lack of intelligence on the other in 
sexual delinquency. 
However, before drawing any conclu- 
sions, a comparable analysis is needed 
for a control group of school girls of 
similar age, ethnic group, and socio- 
economic background. 


not be 


contributing — to 
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Parity 


One of the more important questions 
that frequently arises in analyzing the 
out-of-wedlock problem is the extent to 
which the unmarried mother repeats 
the experience. Of 59,207 out-of-wed- 
lock births between 1955 and 1959, 25,- 
256 were first births while 33,854 were 
either a second or a subsequent birth. 
Thus. more than one-half of the births 
(58 per cent) were to multiparas. 

A variation in the proportion of un- 
married primiparas was noted in the 
different ethnic groups. Whereas 72.2 
per cent of the out-of-wedlock births 
to the whites were first born, only 39.1 
per cent of out-of-wedlock births to the 
nonwhites, and 27.6 per cent of out-of- 
wedlock births to the Puerto Ricans 
were first born. 

Analysis of parity by marital status 
showed a marked difference for the 
white group. Of all births to the mar- 
ried whites, 65.0 per cent were to multi- 
paras. which was more than twice the 
rate for multiparity among the unmar- 
ried whites (27.8 per cent). Differ- 
ences in parity by marital status for the 
nonwhites were not as striking. The 
percentage of multiparas among the 
married nonwhites (75.4 per cent) was 
somewhat greater than for the unmar- 
ried (60.9 per cent). The reverse was 
true for the Puerto Rican group, with a 
slightly lower percentage of multiparas 
(69.1 per cent) for the married than 
the unmarried (72.4 per cent). These 
findings indicate that the Puerto Rican 
unmarried mothers tend to follow the 
repetitive pattern of the married and 
establish families with more than one 
child. This may be accounted for in 
part by the frequent practice of com- 
mon-law marriage among them. This 
is likewise true for the Negro group al- 
though to a lesser degree. Many of 
these consensual unions are relatively 
stable and provide an environment for 
the offspring comparable to that of 


legally established families in the same 
socioeconomic group. Therefore, it is 
not surprising that multiparity among 
the out-of-wedlock Puerto Rican and 
Negro mothers approximates that of the 
married mothers in the same ethnic 
group. 

The data for the unmarried who had 
three or more children provided addi- 
tional confirmation of this observation. 
The differences in the proportions 
among the ethnic groups were striking. 
Among the whites, 13.0 per cent of the 
out-of-wedlock births were to women 
who had given birth to three or more 
children, whereas among the nonwhites 
the proportion was 38.1 per cent. The 
highest proportion, 49.5 per cent. was 
found in the Puerto Rican group. 


Parity of the Unmarried Mother on 
Welfare 


The allegation frequently made is 
that welfare programs encourage un- 
married mothers to have additional out- 
of-wedlock children as a means of in- 
creasing their welfare grant. There- 
fore, a comparison was made of the 
parity of all unmarried mothers in New 
York City for the five years 1955-1959, 
with that of the unmarried mothers on 
the welfare rolls in New York City as 
of August, 1959, to determine the 
validity of this statement. If the charge 
had any basis in fact, parity for the 
unmarried mother on welfare: would be 
substantially higher than that for the 
unmarried mother not on welfare. The 
figures which follow show that parity 
was not greater for the unmarried 
mothers receiving welfare, except for 
the whites. The city-wide figure for all 
first out-of-wedlock births was 42.7 per 
cent as compared with 43.8 per cent for 
those on welfare. Of all out-of-wedlock 
births in New York City, 21.3 per cent 
were second births, as compared with 
24.3 per cent for those on public assist- 


ance. Comparable data for third births 
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were 13.5 per cent for New York City 
and 12.9 per cent for those on welfare, 
and for fourth or more births 22.5 per 
cent for the city and 19.0 per cent for 
those on welfare. 

Of all out-of-wedlock births to non- 
white women in New York City between 
1955 and 1959, 39.1 per cent were first 
births as compared with 43.8 per cent 
for the unmarried nonwhites on the 
welfare rolls; 22.7 per cent were second 
out-of-wedlock births to nonwhites as 
compared with 24.6 per cent for those 
on welfare; 14.2 per cent were third 
out-of-wedlock births as compared with 
12.2 per cent for those on welfare; and 
24.0 per cent were fourth or more 
births as compared with 19.4 per cent 
for those on welfare. 

Of all out-of-wedlock births to Puerto 
Rican mothers in New York City for 
the five-year period, 27.6 per cent were 
first births as compared with 46.5 per 
cent for those on welfare; 22.8 per cent 
were second births as compared with 
23.7 per cent for those on welfare; 18.2 
per cent were third births as compared 
with 12.1 per cent for those on welfare; 
and 31.4 per cent were fourth or more 
births as compared with 17.7 per cent 
for those on welfare. 

It is significant that for both non- 
whites and Puerto Ricans, the percent- 
age of unmarried mothers with more 
than one child on welfare was less than 
the city-wide percentage. This would 
indicate that the repetitive pattern for 
the nonwhite and Puerto Rican unmar- 
ried mothers is not confined, as fre- 
quently alleged, to those receiving wel- 
fare assistance, but is characteristic of 
all the unmarried in these two ethnic 
groups. 

As for the white unmarried women, 
the proportion of multiparas was much 
higher for those receiving welfare than 
for all white unmarried in the city. This 
reflects the fact that the unmarried 
white is more likely to give up her 
child for adoption or foster care (as 
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established by data below), and thus is 
personally enabled to stay off the wel- 
fare rolls. It follows that the unmar- 
ried white women on the welfare rolls 
are more likely to be multiparas who 
have kept their children and therefore 
constitute an atypical group among the 
unmarried whites. 


Welfare Services for the Unmarried 


The volume of out-of-wedlock births 
has reached a point where extensive 
public medical, hospital, and welfare 
services are required for a very sub- 
stantial number of unwed mothers and 
their children. In New York City there 
are public welfare and hospital pro- 
grams available for the support of all 
indigent persons including the unwed 
mother and her offspring. The expect- 
ant mothers can enter a shelter as a 
public charge with payments made to 
the shelter under the Child Welfare Pro- 
gram with costs shared equally by city 
and state. However, there are only ten 
such shelters, all of them operating 
under the auspices of voluntary agen- 
cies with a capacity for about 1,100 
pregnant girls yearly, practically all of 
whom are primiparas. In 1955-1959, 
11.7 per cent of all white out-of-wedlock 
births were to women in_ shelters, 
whereas only 2.6 per cent of nonwhite, 
and only 2.3 per cent of the Puerto 
Rican out-of-wedlock births were to 
women in shelters. The data indicate 
that most unmarried mothers remain in 
their own homes and receive financial 
If this is a first pregnancy 
to an unmarried woman not receiving 
shelter care, aid is given through the 
Home Relief Program, the cost of which 
is also shared equally by city and state. 
If the expectant mother has previously 
given birth to a living child or chil- 
dren, aid is furnished through the 
Federal Aid to Dependent Children 
Program in which approximately one- 
half of the funds are derived from the 


assistance. 


National Treasury, the balance shared 
equally by the city and state. These 
women either go on the welfare rolls 
because their pregnancies no longer 
permit them to work or they are already 
on the welfare rolls in receipt of Aid 
to Dependent Children. In New York 
City, of the 13,380 births to unmarried 
mothers in 1959, about 5.300 out-of- 
wedlock births occurred to women re- 


ceiving Aid to Dependent Children, 
indicating that almost three-fourths 


(5,300 of a total of 7,300) of the un- 
married multiparas were receiving such 
aid. 

In addition about 1,000 out-of-wed- 
lock babies were born to women in re- 
ceipt of Home Relief. The women re- 
ceiving this type of assistance generally 
are single and without a record of pre- 
vious births. Unable to work because 
of pregnancy, they turn to the Depart- 
ment of Welfare for support. After the 
baby is born, the mother and child are 
transferred to the Program for Aid to 
Dependent Children. While the stand- 
ards of assistance are the same for both 
programs, the substantial federal con- 
tributions to the latter program supply 
much needed financial support for local 
welfare purposes. 

While most unmarried mothers retain 
their children, there are those who are 
either unable or unwilling to raise them. 
Some of these mothers abandon the 
children. Others may turn to the New 
York City Department of Welfare which 
then arranges through its Foster and 
Institutional Care Program to place the 
children in an institution under either 
municipal or voluntary auspices. About 
one-half of these children are subse- 
quently placed in foster homes with 
families while the rest remain in insti- 
tutions. The cost of administering these 
programs is shared equally by the city 
and state. 

Of the 13,380 births to unmarried 
mothers in 1959, about 7.300 were 
‘cared for at home with welfare assist- 


ance. One thousand of the remaining 
6.080 were given up for foster care 
under the supervision and support of 
the Department of Welfare. An addi- 
tional 1,000, most of them born to white 
unmarried women in_ shelters, were 
given up for adoption by the mothers 
who had also received aid at public ex- 
pense while being sheltered. Thus, there 
remained approximately 4,000 who 
were cared for through the resources of 
their families or by the father in a con- 
sensual union. 

From the foregoing, it can be con- 
cluded that about two-thirds of the un- 
married mothers and their offspring re- 
quire public assistance in one form or 
another. 


Cumulative Effect of Out-of-Wedlock 
Births on Welfare Services 


Another important consideration is 
the cumulative effect of such out-of-wed- 
lock births on the need for publicly 
supported health and welfare services. 
Many of these unmarried mothers and 
their children must look to the com- 
munity for subsistence and medical care 
for many years until the children are 
old enough to work or to release the 
mother for work. 

A quantitative measure of the impact 
on the welfare rolls of the rising rate 
of out-of-wedlock births and the cumu- 
lative numbers is to be found in the 
following: In August, 1959, there were 
72.077 out-of-wedlock children on the 
welfare rolls of whom 62,696 
living at home with the aid of Home 
Relief or Aid to Dependent Children. 
and 9.381 were receiving Foster or In- 
stitutional Care. The ethnic distribution 
of the caseload home care 
(Aid to Dependent Children and Home 
Relief) differed substantially from the 
ethnic distribution of the caseload re- 
ceiving foster or institutional care (Fos- 
ter and Institutional Care Program). 

Statistics revealed that the Puerto 


were 


receiving 
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Rican unmarried mother was the most 
likely to keep her child with the finan- 
cial assistance of the Department of 
Welfare, whereas the white unmarried 
mother was the most likely to give up 
her child for foster or institutional care 
or adoption. About one out of every 
15 infants born to Puerto Rican mothers 
on welfare was given up for foster or 
institutional care; one out of every ten 
for the Negro mothers; but almost one 
out of every two white infants born out- 
of-wedlock was given up for foster or 
institutional care. 

Between 1955 and 1959, the number 
of out-of-wedlock children on the Aid 
to Dependent Children and Home Re- 
lief rolls increased from 41.944 to 
63.541, a rise of 51.5 per cent. In the 
same period the annual cost of such care 
rose from $30,066,000 to $49,163,000, 
representing a rise in average annual 
cost per child from $717 in 1955 to 
$774 in 1959. This rise of 7.9 per cent 
in unit cost reflected the rise in living 
costs. However, it is clear from the 
foregoing figures that the major reason 
for the total increase in the cost was 
the cumulative effect of the growing 
number of out-of-wedlock births. 

In addition, New York City through 
its Foster and Institutional Care Pro- 
gram cared for about 5,856 out-of-wed- 
lock children in 1955, at an annual cost 
of $7,545,000 or an average annual cost 
of $1,288 per child a year. By 1959, 
the number increased to 9,343. out-of- 
wedlock children at a cost of $20,112,000 
or an average annual cost of $2,153 
per child, representing a 67.1 per cent 
increase in costs per child. The costs 
in this latter program have mounted 
much more sharply than those of the 
Aid to Dependent Children and Home 
Relief Programs. Thus it is apparent 
that it is much less expensive to provide 
for an out-of-wedlock child in his own 
home since it costs almost three times 
as much to provide institutional or fos- 
ter care for a child. The cheapest labor 
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in the world is that of a devoted parent. 

Aside from the consideration of cost, 
the importance of maternal care is 
recognized and should be given every 
encouragement. The answer certainly is 
not to be found in_ institutionalizing 
these children. While prohibitive costs 
constitute one objection, maternal de- 
privation and its consequences consti- 
tute the most serious objection. It is 
in the public interest to encourage un- 
married mothers to raise their own 
children and to assist them in every 
way in creating a proper environment 
for them. 


Distribution of Children on Welfare 
Rolls by Marital Status of Parent 


Lest the impression is created that 
the welfare rolls consist principally of 
out-of-wedlock children and their un- 
married mothers, the facts indicate 
otherwise. In 1959, whereas 72,077 
(37 per cent) of the children on the 
welfare rolls were born out-of-wedlock, 
121,299 (63 per cent) were born in 
wedlock. It is also significant that of 
the children receiving foster and insti- 
tutional care more than one-half were 
born in wedlock. The single most im- 
portant factor in causing welfare de- 
pendency among children born in wed- 
lock is the broken home. Almost half of 
the cases receiving Aid to Dependent 
Children were attributable to this factor. 
Actually there are more children on the 
welfare rolls because of broken homes 
than because of illegitimacy. 


Housing Conditions Among the 
Unmarried on the Welfare Rolls 


A fact often overlooked is the funda- 
mental need of the unmarried mother 
and her child for a satisfactory dwelling 
place. Among the ethnic groups, the 
nonwhites and the Puerto Ricans are 
more often limited to substandard hous- 
ing unless they have been fortunate 
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enough to obtain a home in a public 
housing project, The unmarried mother 
is even further restricted in her op- 
portunity to secure an adequate home, 
since she is generally excluded from 
public housing “moral 
grounds.” This is borne out by an anal- 
ysis made in August, 1959, by the 
New York City Welfare Department of 
housing conditions, under which fami- 
lies receiving welfare assistance lived. 
The findings indicated that these were 
substandard for a large proportion. 
Housing conditions for the married were 
better than those for the unmarried. 
More than 30 per cent of the families 
among the married receiving Aid to 
Dependent Children lived in public 
housing projects considered adequate, 
whereas less than 10 per cent of the 
unmarried lived in such housing proj- 
ects. Of the married mothers receiving 
Aid to Dependent Children, 23.3 per 
cent lived in rooming houses, whereas 
19.5 per cent of the unmarried mothers 
lived in such accommodations. Rooming 


projects on 


houses are generally regarded as un- 
desirable for family living because of 
shared kitchen and bathroom facilities 
which are inadequate and lack privacy. 
Of the married on the welfare rolls, 
22.9 per cent lacked one or more of the 
following: central heat, private toilet. 
private bath, a private kitchen or me- 
chanical refrigeration, whereas more 
than 47.1 per cent of the unmarried 
lacked one or more of these essentials 
for decent housing. These data support 
the observation that the unmarried on 
the welfare rolls are more disadvantaged 
and more deprived than the married 
on welfare. 


Facilities for Obstetric Care of the 
Unmarried 

Practically all births in New York 
City occur in hospitals. Home deliveries 
are rare. Only two-tenths of 1 per cent 
of the married and four-tenths of 1 per 
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cent of the unmarried are delivered at 
home. 
In New York City, three categories 


of hospitals render maternity care. 
Municipal hospitals, under the auspices 
of the New York City Department of 
Hospitals, give care to the medically 
indigent, providing ward service pri- 
marily. Proprietary hospitals, privately 
operated and maintained for profit, ad- 
mit patients solely for private care. The 
third category is that of the voluntary 
hospitals, which are nonprofit and oper- 
ate under a charter granted by the state. 
Voluntary hospitals care for both pri- 
vate and ward (service) patients. The 
latter are for the most part medically 
indigent, and the cost of their care is 
reimbursed principally from city funds. 

The category of hospital and the type 
of service (private or ward) utilized 
by maternity patients appear to be cor- 
related with ethnic group and marital 
status. Whereas, 85.8 per cent of the 
births to married white women occurred 
on the private services of hospitals (61.3 
per cent voluntary and 24.5 per cent 
proprietary), only 12.2 per cent of births 
to married whites occurred on ward 
services (9.1 per cent voluntary and 
3.1 per cent municipal). By way of 
contrast, among the unmarried whites, 
the hospital services utilized were pre- 
dominantly ward services—81.0 per 
cent (59.3 per cent voluntary and 21.7 
per cent municipal)—and only 17.3 per 
cent of the unmarried whites received 
private care (12.2 per cent voluntary 
and 5.1 per cent proprietary). 

Among the nonwhite and Puerto Ri- 
can mothers marital status had only a 
comp-ratively slight effect upon the type 
of service used. Married or unmarried. 
the majority were delivered on the ward 
services of the municipal and voluntary 
hospitals, with the unmarried women 
showing an even higher proportion of 
utilization of ward services; 82.1 per 
cent of the married nonwhites and 97.4 
per cent of the unmarried nonwhites 
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utilized ward services; 90.4 per cent 
of the Puerto Rican married and 97.5 
per cent of the Puerto Rican unmarried 
were delivered on ward services. 

Both married and unmarried non- 
white and Puerto Rican mothers uti- 
lized the municipal hospitals more than 
the voluntary hospital ward services. 
More than three-fourths of the unmar- 
ried and more than half of the married 
delivered in the municipal hospitals. 
The fact that a somewhat higher pro- 
portion of unmarried white mothers re- 
ceived private care (17.3 per cent) than 
did the married nonwhites (14.6 per 
cent) reflects the lower socioeconomic 
level of the nonwhite group generally. 

It is clear from the foregoing that 
with the exception of the married whites, 
all expectant mothers depend primarily 
upon the public services for their ma- 
ternity care. 


Facilities for Obstetric Care of 
Unmarried Mothers in Shelters 


While the foregoing figures include 
the data for the unmarried women re- 
ceiving shelter care, this group is suffi- 
ciently distinctive to warrant a separate 
analysis. 

The shelters for unmarried mothers 
utilize the facilities of ward services of 
voluntary hospitals rather than munici- 
pal hospitals. The reason for this is 
that a number of shelters by traditional 
arrangement refer the women to desig- 
nated voluntary hospitals with which 
the shelters have affiliations. Thus, 91.7 
per cent of the expectant mothers in 
shelters were delivered on the ward serv- 
ices of voluntary hospitals as public 
charges. An additional 3.9 per cent 
were delivered in the municipal hospi- 
tals. By contrast, 73.9 per cent of the 
unmarried mothers outside the shelters 
were delivered in municipal hospitals 
and 20.6 per cent were delivered on the 
ward services of the voluntary hospitals. 
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Obstetric Care of Unmarried Mothers: 
Mode of Delivery 


Data on mode of delivery by marital 
status and ethnic group showed differ- 
ences attributable chiefly to the type of 
hospital service utilized. Spontaneous 
deliveries are much more frequent on 
ward services than on private services. 
On the other hand, deliveries with out- 
let forceps are more common on private 
services. 

As might be expected, then, spon- 
taneous delivery was the most frequent 
mode of delivery among the nonwhites, 
with 71.2 per cent for the unmarried 
and 67.0 per cent for the married, since 
these two groups predominantly utilized 
ward services. The relatively low fre- 
quency of spontaneous delivery (49.0 
per cent) and the high proportion of 
outlet forceps (42.3 per cent) for the 
unmarried whites, despite the fact that 
81 per cent of them were delivered on 
ward services, may be explained by the 
very high proportion of primiparas in 
this group, who are more likely to be 
delivered by outlet forceps. 

Spontaneous deliveries were most fre- 
quent among the unmarried nonwhites 
(71.2 per cent), and next for the un- 
married Puerto Ricans (70.0 per cent). 
In both ethnic groups a higher propor- 
tion of spontaneous deliveries prevailed 
among the unmarried than the married. 
This cannot be explained on the basis 
of differences in parity since the unmar- 
ried nonwhites had a higher proportion 
of primiparas than the nonwhite mar- 
ried women. The differences in mode of 
delivery, therefore, were associated with 
the hospital service utilized, which in 
turn influenced the type of obstetric 


care. More than three-fourths of the 


unmarried nonwhites were delivered in 
municipal hospitals. This category of 
hospital generally has a higher propor- 
tion of spontaneous deliveries and com- 
paratively lower proportion of deliveries 
by outlet forceps. 
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The proportion of breech and version 
deliveries did not vary significantly 
among the ethnic groups, married or 
unmarried. Breech deliveries ranged 
from 3.2 per cent for the unmarried 
nonwhites to 3.8 per cent for the un- 
married Puerto Ricans and unmarried 
whites. 


Cesarean Section 


Deliveries by cesarean section did not 
follow too consistent a pattern for either 
marital status or ethnic group. The pro- 
portion of cesarean sections was twice 
as great for the married whites (6.0 per 
cent) as for the unmarried whites (3.0 
per cent), whereas for the nonwhites 
the reverse was true (4.0 per cent for 
the unmarried and 1.9 per cent for the 
married). By way of further variation 
the cesarean section rate for the Puerto 
Rican unmarried women was 4.1 per 
cent as compared with 5.1 per cent for 
the married. 

In 1959, the cesarean section rate 
was 6.5 per cent for all women de- 
livered on private services and 4.3 per 
cent for those delivered on ward serv- 
ices. This difference again may reflect 
differences in type of obstetric care 
available on the private services com- 
pared to the ward services. The com- 
paratively low percentage of cesarean 
section for the unmarried whites (3.0 
per cent) can be explained in part by 
the high proportion delivering on ward 
services. Furthermore, the relatively 
small proportion of multiparas _re- 
quiring repeat cesarean sections and the 
absence of elderly primiparas in this 
group would also tend to reduce the 
cesarean section rate for the unmarried 
whites. The unusually low percentage 
of cesarean section for the married non- 
whites (1.9 per cent) was probably re- 
lated to the professional obstetrical care 
availab'e to this group who largely de- 
liver on ward services. The differences 
in the rates in large measure may have 
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reflected differences in standards of 
obstetric practice rather than variations 
in indications for cesarean sections. It 
is difficult to explain the higher pro- 
portion of cesarean sections among the 
unmarried nonwhites (4.0 per cent) as 
compared with the married nonwhites 
(1.9 per cent). One possible though 
not adequate explanation may lie in 
the higher incidence of toxemia in the 
unmarried nonwhites which would con- 
stitute an indication for a cesarean sec- 
tion as the mode of delivery. 


Unmarried Mothers and Private Care 


Although the total proportion (4.4 
per cent) of unmarried mothers _re- 
ceiving private care was small, the dis- 
tribution of such private care by type 
of hospital and ethnic group was reveal- 
ing. The figures indicated that the 
private care was limited chiefly to white 
unmarried mothers outside the shelters. 
Of this group 26.6 per cent received 
private care as compared with 1.7 per 
cent of the nonwhite and 1.8 per cent of 
the Puerto Rican unmarried mothers 
outside the shelters The proportion of 
white unmarried mothers in the shelters 
receiving private care was very low (4.2 
per cent). Between 1955 and 1959, about 
nine times as many white unmarried 
women (1,609) outside the shelters re- 
ceived private care as compared with 
those (180) in the shelters. 

An explanation for the differences in 
utilization of private services by the 
unmarried mothers in the three ethnic 
groups is found in the generally higher 
economic level of the white population 
as compared with the nonwhite and 
Puerto Rican groups. However, this 
does not explain the greater utilization 
of private services by the white un- 
married mothers outside the shelters as 
compared with the white unmarried in 
the shelter group. This difference 
could be due to the fact that the white 
unmarried women outside the shelters 
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may have family or friends to assist 
them. In other instances, they may have 
arranged to give up their babies for 
adoption in the so-called grey market, 
and their medical and hospital care has 
been financed by agreement with the 
adopting parents. The nature and ex- 
tent of this practice deserves further 
study and evaluation. 


Prenatal Care 


An analysis of data from 1955 
through 1959 on prenatal care revealed 
that most unmarried women received 
prenatal care in the clinics of munici- 
pal or voluntary hospitals. However, 
about half (50.3 per cent) of these 
women received care too late (after 
sixth month of pregnancy) or not at 
all. By contrast most married women 

four out of five (80.3 per cent)—re- 
ceived care within the first six months. 
Whereas only 6.6 per cent of the un- 
married women received care in_ the 
first trimester, the proportion for the 
married was much higher—45.7 per 
cent received care in this period. 

Further analysis disclosed that ethnic 
group as well as marital status played 
a major role in determining the pat- 
tern of prenatal care. Among the whites, 
36.7 per cent of the unmarried received 
care in the first six months as compared 
with 87.2 per cent of the married. 
Among the nonwhites, 42.9 per cent of 
the unmarried received care in the first 
six months as compared with 61.7 per 
cent of the married. Among the Puerto 
Ricans, 43.5 per cent of the unmarried 
received care in the first six months as 
compared with 60.4 per cent of the 
married. These data indicate that the 
white married women (87.2 per cent) 
had the highest proportion of timely 
prenatal care (within the first six 
months). The unmarried in each ethnic 
group had a lower proportion of timely 
prenatal care than the married. 

Both unmarried and married non- 
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whites and Puerto Ricans had a better 
record of timely prenatal care than the 
unmarried whites. This finding was un- 
usual in that other data generally in- 
dicated less favorable conditions for the 
married nonwhites than for the unmar- 
ried whites. This deviation may reflect 
a greater reticence concerning preg- 
nancy among the unmarried whites 
than was noted in the other ethnic 
groups. 

Of all expectant mothers, only the 
married whites appeared to approach 
the minimum standard of timely pre- 
natal care. It is evident that attention 
needs to be directed to bettering pre- 
natal care for the married mothers as 
well as the unmarried. The failure of 
such a high percentage of unmarried 
white, and of nonwhite and Puerto 
Rican women, both married and un- 
married, to procure prompt prenatal 
care suggests the need to improve pre- 
natal services available to them. 

When an unmarried expectant mother 
enters a shelter she is more likely to 
receive prenatal care than one who re- 
mains in the community. Less than 3 
per cent of the women in shelters re- 
ceived no prenatal care whereas almost 
16 per cent of the nonshelter group 
were without prenatal care.  Interest- 
ingly a somewhat higher proportion of 
nonshelter women (42.5 per cent) re- 
ceived prenatal care in the first six 
months of pregnancy as compared with 
the shelter group (35.7 per cent). This 
may be due to several factors. In a 
number of shelters early prenatal care 
may be given by a doctor outside the 
hospital clinic, and thus may not be re- 
ported on the birth certificate by the 
hespital of delivery Another possi- 
bility may '» that the unwed expectant 
mother delays seeking care due to ret- 
icence and does not enter the shelter 
until relatively late in her pregnancy. 
This pattern of relatively late prenatal 
care was found to be true of all re- 
ceiving shelter care, regardless of ethnic 
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care are usually attempting to conceal 
their pregnancy, they are also less likely 
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A Macabre Game 


In an evaluation of the much-used phrase, “need for new patterns of health 
services,” Charles K. Kincaid, M.D., health commissioner, Madison, Wis.. is quoted 
as follows: 

“This is in error if the implication is made that communicable disease is con- 
quered and can be practically ignored as far as programming is concerned. . . 
It is also in error if the implication is made that environmental sanitation is under 
control. . . . 

“All over the country suburbs are outstripping public sewer services which 
means many, many septic tanks. . . . Right in the city we found a resident spraying 
children with septic tank effluent he was pumping out of his dry well on the lawn, 
making a macabre and hair-raising game out of a serious health hazard. This was 
going on in the front yard of a $30,000 house. 

“In the last few years over 10,000 new chemicals have appeared on the market 
for use in homes and businesses. Six hundred alone are sold for use in homes. 
Little is known about the effect of these chemicals, fungicides, insecticides, cleaners. 
etc., on people. eee 

“IT am not convinced that new patterns are the answer to the need. . . if estab- 
lishing new patterns means hiring different types of workers or establishing new 
organization. Re-training, re-directing efforts, etc., are still to be encouraged and 
extended.” 


(From the Crusader, Ju:.e, 1960, Wisconsin Antituberculosis Association. ) 
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Cultural and social changes in Japan have important implications for 
mental health and illness. 


Some of the factors involved in this 


situation and the trends that are present are discussed below. 


SOCIOLOGICAL IMPLICATIONS, AND EPIDEMIOLOGY, 
OF MENTAL DISORDERS IN RECENT JAPAN 


George K. Tokuhata. Ph.D., and Vernon A, Stehman, M.D. 


Problems and Objectives 


a the widespread conviction that 
there is a close interdependence be- 
tween environment and mental illness, 
the specific nature of such interplay has 
not yet been clearly determined. It is 
felt. as Rosen points out, that “an im- 
portant factor, possibly the most impor- 
tant single element leading to mental 
disorder. is the failure of society to make 
adequate provision for conditions essen- 
tial to the mental health of its mem- 


bers.”! However. a review of the litera- 
indicates that the absence of 


reliable documentation and the difficulty 
in achieving cross-cultural comparability 
has deterred attempts at validation of 
specific hypotheses concerning such a 
relationship. 

This paper presents a general discus- 
sion of significant sociocultural factors 
which appear to have affected the ap- 
parently slow development of Japanese 
psychiatry and which further explains 
its predominantly organic orientation in 
relation to the etiology of mental dis- 
order in prewar Japan. Some sociologi- 
cal interpretations are made of the 
emergence of social, and particularly 
psychiatric, problems in relation to the 
rapid social changes occurring in recent 
Japan. Also presented in this paper are 
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demographic accounts of the epidemi- 
ology of mental disorders as revealed by 
the recent nation-wide survey, including 
some empirical observations on the de- 
velopment and characteristics of mental 
health programs in a selected local area, 
Okayama Prefecture. 


Society and Psychiatry 


The development of psychiatry, per- 
haps to a greater degree than other disci- 
plines, is closely related to the specific 
sociocultural environment of a society. 
Japanese psychiatry, as well as medicine 
in general, had its inception during the 
late nineteenth century and was strongly 
influenced by the European school, par- 
ticularly by German neuropathology.’ 
While prime emphasis was placed on 
organic etiology, the development of 
psychiatry in Japan as an independent 
discipline and profession was generally 
slow in contrast to the dramatic progress 
made in medicine by Japan prior to 
World War II. 

The historical changes from the feudal 
through the autocratic to the democratic 
state, as experienced in recent genera- 
tions, led to a substantial change in the 
hasic conception of the state. Maintain- 
ing the importance of a symbolic entity 
such as the nation beyond the value of 
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the individual, the feudal, and especially 
the autocratic, ideologies were in accord 
with the biological concept of “natural 
selection” and the associated idea of 
“survival of the fittest.” It is of interest 
that during this period Japan observed 
no philanthropic movement of social 
significance. 

Under these circumstances, the wel- 
fare of the individual was largely 
neglected and the source of behavioral 
pathology was believed to be attributable 
to either biological, genetic, or other 
physical deficiencies of the individual. 
Furthermore, psychiatric problems were 
identified neither as social issues nor as 
public responsibilities but rather as per- 
sonal somatic problems. It was this en- 
vironmental context that provided a 
favorable atmosphere for the develop- 
ment in Japan of an organic orientation 
toward mental disorder. 

On the other hand, many individuals 
with psychiatric problems were left un- 
identified by virtue of the traditionally 
strong emotional ties and the profound 
feeling of shame or disgrace associated 
with mental disorders among the family 
members. This in turn helped develop 
a general, tolerant attitude toward eccen- 
tric behavior within the community. The 
low status of psychiatrists and the re- 
lated professions as well as absence of 
social demand for such services seem to 
have deterred the advancement of psy- 
chiatry in prewar Japan. 

While the effects of World War II 
upon Japan were profound and numer- 
ous, perhaps the most significant and 
fundamental element of change intro- 
duced by the institution of democracy 
was the basic conception of the society- 
individual relation, with greater em- 
phasis being placed on the individual. 
This is clearly shown in the legal pro- 
vision of social security for the indi- 
vidual members of the society. Such 
social changes have also been manifested 
in an appreciable change in the public 
conception of mental health and _ psy- 
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chiatry. It should be noted that the 
development of sociology as an_ inde- 
pendent discipline and profession after 
World War II has been juxtaposed with 
a new trend in Japanese psychiatry. 


Sociological Implications 


The introduction of modern science 
and technology at the turn of the century 
immediately paved the way for the rise 
of industrialism and urbanism. In turn 
this led to an appearance of complex 
and dynamic characteristics in the social 
organizations and behavioral standards 
of Japan. These characteristics were 
further diversified and became more dis- 
tinct when democracy was first instituted 
in the country. 

Among many, the following four basic 
conditions may be pointed out as perti- 
nent sociological correlates of social prob- 
lems in Japan: First, the postwar re- 
organization was initiated and controlled 
by an external force or democracy, the 
principles of which were foreign to the 
Japanese. Second, as ideological changes 
generally lag behind technological 
changes, some of the traditional beliefs 
and values still persist while dramatic 
progress is being made in the form of 
government and the materialistic way of 
life. Third, ecological differentiation has 
become so marked as to produce two 
different, and often incompatible, pat- 
terns of living between urban and rural 
areas. And fourth, social changes have 
heen so rapid as to create conflicting 
demands and expectations between dif- 
ferent age groups as well as between 
men and women in the same generation. 

A functional theory of mental dis- 
orders presupposes an individual in re- 
lation to others with whom he engages 
in a complex network of social and psy- 
chological interactions during the course 
of his life. It is felt that anxiety or emo- 
tional disruption of an individual de- 
velops where and when his basic needs 
are not met in the existing interpersonal 
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relations, particularly in regard to his 
social equals or to those with whom he 
closely identifies. 

Under the social conditions mentioned 
earlier, specific behavioral problems 
have developed in family, adolescent, 
and occupational relations which indi- 
cate a significant ramification to mental 
health of the individual. The 
problem seems to lie in an inherent con- 
tradiction between the traditional orien- 
tation preserving an authoritarian, pre- 
scribed, and conservative ideal and the 
contemporary orientation accepting an 
equalitarian, progressive, and independ- 
ent ideal. 

The importance attached to preserva- 
tion of the family lineage has gradually 
been lost among young couples who are 
striving for an independent family, 
which is detached both financially and 
physically from the parental family, even 
at the cost of personal hardships that 
may follow. The young couples are also 
confronted with problems growing out of 
the changing status and role of the 
husband and wife. 

Despite the direct or indirect influ- 
ence of the traditional orientation, ado- 
lescents seem to be developing a strong 
identification with the exogenous norms 
developed and sanctioned by their peer 
groups which are independent of, and 
in conflict with, the traditional value 
system. This dilemma is intensified by 
a growing conviction that personal 
achievement, recognition, and success 
rather than conformity to the prescribed 
expectations are of prime importance. 

On the other hand, technological and 
industrial progress observed in recent 
years is also reflected in the basic char- 
acteristics of the occupational structure 
along with the highly diversified and 
specialized economic system in the coun- 
try. The changing occupational structure 
from the sacred “master-retainer” model 
to that of the secular “employer- 
employee” model has created a potential 
reservoir for the emergence of economic 
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instability as well as emotional insecurity 
on the part of the individual. 

Of the many complex problems char- 
acteristic of recent Japanese society, 
those associated with suicide and elope- 
ment may be pointed out as indicating 
the efficacy of complex social changes 
upon conflicting human relations. The 
“anomic” orientation'’® maintains that 
suicide is rooted in a social condition 
which lacks stability and durability as 
experienced by the individual. Under 
“anomic” conditions, the strength of the 
individual’s ties to his society may be 
so weakened that he loses his general 
behavioral orientation with a subsequent 
feeling of emptiness or apathy. Such 
an apathetic feeling, coupled with the 
existential anxiety'* which is also preva- 
lent in recent Japan, seems to be an 
important factor contributing to the ris- 
ing trend in the suicide rate, particularly 
among relatively young adults, as shown 
in the following statistical data. Suicide 
being discussed here does not refer to 
the legally sanctioned “harakiri” which 
no longer exists in contemporary Japan. 

There were 21,777 suicides in 1957 
constituting about 3 per cent of all deaths 
recorded in Japan for a rate of 24.1 per 
100,000 of the total population, or ap- 
proximately 60 cases per day.’ While 
more men than women commit suicide, 
recent data indicate that relatively more 
Japanese women were involved than were 
women in other countries. This may be 
explained by the commonly observed 
double suicide which is based on the 
cultural acceptance of suicide as a legiti- 
mate and honorable solution to extreme 
emotional difficulties. The data for 1952- 
1954 show a sex ratio in suicide of 160 
men to 100 women in Japan, while the 
same ratio was 310 to 100 in Switzer- 
land, and 450 to 100 in Finland. The 
1955 data for Japan reveal high suicide 
rates among young people, with the rates 
computed per 100,000 of the age-specific 
population as follows: 32 for 15-19 
group, 66 for 20-24 group, 41 for 25-29 
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group, 24 for 30-34 group, 28 for 50-54 
group, 36 for 55-59 group, and 60 for 
60-and-over group. 

One of the remarkable evidences for 
the growing conflict between traditional 
and contemporary orientations is found 
in family relations as indicated by an 
increasing trend toward elopement in 
recent years. According to the Tokyo 
Metropolitan Police Department,’® as 
many as 23,000 elopements were re- 
ported within the metropolis in 1957, as 
compared with 13,000 cases reported in 
1956. Major causes of elopement were 
found to be parental discord, adolescent 
fantasy, and love affairs. 


Demography and Epidemiology 


Demography serves as a fundamental 
means to understanding the epidemi- 
ology of mental disorders. The general 
characteristics and changes in the popu- 
lation constitute an important index to 
the basic social structure and its func- 
tion, and also a significant set of condi- 
tions which influence the nature, occur- 
rence, and distribution of mental dis- 
orders. 

With the introduction of medical and 
health sciences at the turn of the cen- 
tury, Japan witnessed a sharp rise in 
the total population resulting from the 
substantial difference between fertility 
and mortality rates. While birth rates 
were still high, death rates declined con- 
siderably and continuously due to effec- 
tive disease control and increase in 
longevity. During the 1940-1950 decade 
Japan’s total actually in- 
creased from 73 million to 83 million.* 
And, it is reported that the population 
has reached 94 million in 1960. 

The rapid industrialization and urban- 
ization was accompanied by a marked 
redistribution of the population as a 
result of large-scale internal migration, 
particularly of those in the productive 
ages, and more men than women, from 
the rural to the urban areas. The 


population 
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phenomenal growth of Japanese cities 
during this period is well substantiated 
by the fact that the rural-urban ratio 
changed from 80-20 per cent in 1920 
to 60-40 per cent in 1950," and further 
changes in this direction are likely to 
occur. 

These transitional demographic proc- 
esses were clearly, but differentially, re- 
flected in appreciable changes in the 
age-sex composition, marital status, oc- 
cupational distribution, and family struc- 
ture of each of the urban and rural 
populations. Individuals of different 
demographic and socioeconomic statuses 
were with different be- 
havioral problems growing out of the 


confronted 


specific situation in which they were 
found. 

According to an epidemiologic survey 
involving a sample of 15,000 individuals 
in 3,000 households, which was con- 
ducted for the 1951-1952 period by the 
Ministry of Health and Welfare.’’ ap- 
proximately one-half of the total popu- 
lation of 86 million in 1952 was ex- 
posed to some type of illness including 
mental disturbance at least once a year. 
The survey also indicates that each of 
those individuals spent approximately 16 
days in a sick bed during the one-year 
period. The length of illness was found 
to be longest for those suffering from 
tuberculosis, an average of 265 days 
per patient, and followed by those suf- 
fering from mental disturbances. an 
average of 104 days per patient. 

The apparent interest and effort of 
the Japanese government, both central 
and local, to promote mental health is 
well illustrated by rapidly growing treat- 
ment facilities for the mentally ill. For 
example, in 1951 there were only 148 
mental hospitals in Japan with about 
20,000 resident patients. Of the 148 
mental hospitals, four were national, 17 
were local public, and 127 were private 
hospitals. The proportion of Japanese 
hospital beds used for mental patients 
was found to be about one in 15. By the 
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end of 1955, the receiving facilities were 
more than doubled in number, i.e., 260 
mental hospitals with the capacity of 
14,250 beds.*° The majority of those 
hospitals were small in size and privately 
owned, It should be noted, however, that 
such increases in the number of hospital 
heds are actually offset by the continuous 
increase in the total population. 

The 1951-1952 survey also shows that 
there were about 85,000 doctors, includ- 
ing about 1,000 psychiatrists, in practice 
at the time of the survey. This would 
seem to suggest a rather favorable doc- 
However, there were 
only a few auxiliary personnel such as 


tor-patient ratio. 


social workers, psychiatric nurses, occu- 
pational therapists, clinical psychologists, 
and others, practicing at the time of the 
survey. 

Of the total admissions to mental hos- 
pitals in 1952, as reported by the Minis- 
try of Health and Welfare.*' 54 per cent 
were diagnosed as schizophrenia, 12 per 
cent as syphilitic psychosis including 
general paresis, 1] per cent as manic- 
depressive psychosis and, in decreasing 
order of frequency, there followed toxic 
psychosis, psychoneurosis, epilepsy, in- 
volutional psychosis, mental deficiency, 
and psychopathic personality. 

The actual prevalence of mental ill- 
nesses in Japan is not known. Relatively 
speaking, however, the known cases as 
evidenced by admissions to hospitals ap- 
pear to be considerably fewer in Japan 
than in the United States. According to 
the survey involving a sample of 100 
census districts out of 3,690 which was 
conducted in 1954 under the auspices 
of the Ministry of Health and Welfare,** 
about 1,300,000 persons in the estimated 
total population of 88 million had suf- 
ficient problems to be considered as in 
need of psychiatric attention, a ratio of 
about 15 per 1,000 of the general popu- 
lation. Of the total 1,300,000 potential 
patients, 450,000 were considered to be 
psychotics, 580,000 were judged to be 
suffering from mental deficiency, and 
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the remainder from other forms of men- 
tal disorder. 

It was also found from the 1954 sur- 
vey that those patients who were actu- 
ally in mental institutions constituted 
only 2.5 per cent of all estimated pa- 
tients. Of this total, 6.2 per cent had 
some contacts with psychiatrists or re- 
lated professional services, while the re- 
maining 91.3 per cent were receiving 
no consultation or treatment. Thus, it 
seems reasonable to assume that the rela- 
tively small number of hospitalized pa- 
tients is net due to a low incidence of 
mental disorders in Japan. This would 
also mean that the large proportion of 
the mentally ill are either absorbed in 
the family or remain unidentified within 
the society without proper treatment. 


Okayama Prefecture 


In order to illustrate the general status 
and the growth of mental health pro- 
grams in recent years at local level, the 
data collected for Okayama Prefecture, 
one of the 46 jurisdictional units in 
Japan, were analyzed. Okayama Pre- 
fecture, with approximately 2,725 square 
miles of space and an estimated popula- 
tion of 1,689,800 in 1954, is located 
immediately east of Hiroshima Prefec- 
ture on the main island of Japan. Being 
situated along the major industrial belt 
of the country, the Prefecture may be 
considered a semiurban area where a 
number of domestic as well as some mod- 
ern industries have been developed. 

Under the responsibility of the Oka- 
yama Department of Health, the admin- 
istration of mental health programs in 
the Prefecture involves one prefectural 
mental health clinic established in 1951, 
18 local health centers, which are de- 
signed primarily to provide general con- 
sultation services, as well as one prefec- 
tural mental hospital built in 1955, 
eight private mental hospitals and three 
general hospitals with psychiatric facili- 
ties, which are being used for the pro- 
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Table 1—Number of Cases Consulted by the Staff of Okayama Prefectural Mental 
Health Clinic, 1952-1956 


Total Cases 
Consulted 


Cases Consulted 
Outside Clinic 


Cases Consulted 
Within Clinic 


Type 
of Fe- Fe- Fe- 
Contact Year Male male Total Male male Total Male male _ Total 
1952 17 17 34 0 l l 17 18 35 
1953 137 122 259 18 42 60 155 164 319 
Individual 1954 356 264 620 30 66 96 386 330 716 
1955 545 325 870 77 107 184 622 432 1,054 
1956 535 373 908 59 129 188 594 502 1,096 
1952 16 3 19 0 0 0 16 3 19 
1953 0 0 0 260 305 565 260 305 565 
Group 1954 0 37 37 0 150 150 0 187 187 
1955 0 0 0 245 245 490 245 245 190 
1956 0 0 0 0 185 185 0 185 185 


longed care and treatment of the pa- 
tients. 

The data in Table 1 indicate that the 
use of the clinic became increasingly 
popular during 1952-1956. This is a 
clear reflection of the increasing aware- 
ness and understanding of mental health 
in the community. Specifically, the total 
number of cases for which consultation 
was provided by the clinic staff on an 
individual basis rose from 35 in 1952 
to 1,096 in 1956 while consultations on 
a group basis also rose from 19 to 185 
during the same period. 

On the other hand, hospital facilities 
have also improved during the last sev- 
eral years. For example, the number 
of mental hospitals increased from three 
to 12, and the number of beds from 321 
to 1,825 during the 1950-1956 period. 
Thus, the ratio of mental hospital beds 
to general population of the Prefecture 
reached 108 per 100,000 in 1956. 

Table 2 information on 
changes in admissions, discharges, turn- 
over ratios, and resident patients for all 
mental hospitals in the Prefecture for 
the 1950-1956 period. As the data 
show, admissions, discharges, and resi- 
dents were constantly on the rise during 
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the period being considered. The ob- 
served high turnover ratios are due 
mainly to a small proportion of senile 
psychotics admitted to the hospitals, 
which will be seen from the data in 
Table 3. 

Table 3 illustrates the diagnostic com- 
position of the resident patients for all 
mental hospitals in the Prefecture in 
1956. The majority, or 71.2 per cent, 
of the patients were diagnosed as schizo- 
phrenia and only a small proportion, or 
1.0 per cent, as senile psychoses. Of 
the resident patients who were mentally 
ill, who constituted about 93 per cent 
of all patients in the hospitals, approxi- 
mately 77 per cent and 4 per cent were 
schizophrenics and senile psychotics, 
respectively. Other patients in the hos- 
pitals were fairly evenly distributed 
among those with mental deficiency, 
epilepsy, and other psychiatric disorders. 
The small proportion of senile patients 
receiving hospital care may be explained 
in terms of two factors: the widely pre- 
vailing tolerant attitude toward the aged, 
and the traditional family structure in 
which senior members have been re- 
spected and accepted. 

As is the case with physical disorders, 
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Table 2—Admissions, Discharges, Turn- 
over Ratios and Resident Patients for 
All Mental Hospitals in Okayama Pre- 
fecture, 1950-1956 


Turn- 

over 

Ratio 

Ad- Dis- Per 

Year missions charges cent Residents 
1950 —* —* —* 326 
1951 729 609 83.5 446 
1952 1.107 843 76.1 710 


1953 1,703 1,407 82.6 1,006 
1954 1,977 1,702 86.0 1,281 
1955 2,210 2,016 91.2 1,475 
1956 —* —* —* 1,375 


* Data not available. 


those individuals with mental disorders 
are free to consult local physicians in- 
The prefectural 
governor is authorized to direct diagno- 


cluding psychiatrists. 


sis and the subsequent disposition of 
those patients whose cases are referred 
to him. After being diagnosed, all pa- 
tients are classified into three broad 
categories: those who require the gov- 
ernors approval for admission to the 
hospital, those who are subject to admis- 
sion by the patient’s consent or by his 
guardian’s consent, and all other pa- 
tients. The number of cases referred to 
the governor, diagnosis and disposition 
of the referred patients, and the number 
of beds available under the Social 
Security Code for the 1951-1956 period 
are presented in Table 4. Those who 
receive social security benefits are 
primarily admitted to the prefectural 
mental hospital or to one of the seven 
private hospitals under contract. 

Of the total discharged patients in 
1956, 41 per cent were found to have 
stayed in the hospital for less than three 
months, 25 per cent between three and 
six months, 19 per cent between six and 
12 months, and 15 per cent for 12 
months or more. In other words, the 
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majority of the patients were discharged 
within the course of one year after ad- 
mission. In terms of recovery from men- 
tal illness as defined by psychiatrists, it 
was also found that, of the total releases 
from the hospitals, 19.1 per cent were 
considered to be completely recovered, 
52.1 per cent moderately recovered, 21.3 
per cent slightly recovered, and 7.6 per 
cent were reported to be institutional 
deaths. These statistical measures seem 
to suggest that the relatively high turn- 
over ratio of the hospitalized patients 
may be partially due to the standard of 
discharge criteria employed by the hos- 
pital authority. 


Summary and Conclusions 


The direction in which academic dis- 
ciplines as well as professional practices 
are inclined to develop is functionally 
related to the existing or changing cul- 
tural context of the society. The rela- 
tively underdeveloped status of, and the 
organic orientation entertained by, Japa- 


Table 3—Resident Patients in All Mental 
Hospitals in Okayama Prefecture by 
Diagnosis, December, 1956 


Per Per 
Mental Disorders Patients cent cent 
Syphilitic psychosis 
including general 
paresis 57 4.2 4.5 
Schizophrenia 979 71.2 76.7 
Manic-depressive 
psychosis 43 3.1 3.4 
Senile psychosis 55 4.0 4.3 
Psychoneurosis 69 5.0 5.4 
Personality Disorders 30 2.2 2.4 
Toxic psychosis 42 3.1 3.3 


Total Mentally Il 1,275 92.8 100.0 


Mentally Deficient 39 2.8 


Epileptic 33 2.4 
Others 28 2.0 
All Patients 1,375 100.0 
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Table 4—Cases Referred to Governor, Diagnosis and Disposition of the 
Referred Cases, and the Number of Beds Available Under the Social 
Security Code (S.S.C.), Okayama Prefecture, 1951-1956 


1951 1952 1953 1954 1955 1956 

Cases referred 52 311 661 776 613 537 

Cases diagnosed 52 305 652 755 554 505 
Diagnosed cases ap- 
proved for admis- 
sion under the 

S.S.C. 45 142 414 456 174 94 
Number of beds avail- 

able under the S.S.C. 60 100 160 205 215 215 


nese psychiatry have been explained 
sociologically in the context of general 
historical development. 

The emergence of social problems has 
been related to social dynamics in which 
four concepts pertaining to the basic 
social condition, controlled process, cul- 
tural lag, ecological differentiation, and 
demographic disparity, were identified 
as pertinent contributing factors. Under 
such basic conditions as stated above. 
further theoretical have 
heen made on family organization, ado- 


observations 


lescent norms, and occupational strue- 
ture as potential sources of emotional 
disturbance on the part of individual 
members of the society. 

The role and significance of demog- 
raphy 
mental disorders has been pointed out, 
particularly in view of the growing, 
and serious, population problems in re- 


in relation to epidemiology of 


cent Japan. In addition to epidemiologic 
analyses of mental illness based on the 
nation-wide survey, further empirical ob- 
servations have been made of the psy- 
chiatric problems and the related pro- 
grams developing in recent years in 
Okayama Prefecture. 

Particularly emphasized is the general 
apathy toward mental health in prewar 
Japan which was reflected by the unique 
characteristics of the cultural environ- 
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ment of the society. On the other hand, 
the increasing awareness of psychiatric 
problems among the general public and 
the favorable trend in the development 
of mental health pregrams in postwar 
Japan is not assumed to be due to a 
substantial rise in the occurrence of 
mental diseases, but rather to drastic. 
but systematic changes in the social 
structure, particularly in the concept of 
social security and welfare, accompanied 
by emerging individualistic ideologies. 

Effective programs of mental health 
will call for an intensive and extensive 
examination of the specific way in which 
problems are manifested in, and related 
needs are defined by, the community 
being considered. In view of the vast 
number of potential mental patients as 
estimated by the survey, it appears to 
he of immediate importance that the pro- 
gram of hygienic education, designed 
to help identify the hidden cases which 
are in need of professional attention, 
be integrated with that of family care, 
which is supported by the unique char- 
acteristics of the Japanese family. 

In spite of some observable changes 
introduced to the postwar Japanese 
family and the related problems, the 
emotional bond embedded in the family 
seems still to persist. This apparently 
supports the orientation “family as ex- 
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tension of the mental hospital” or 
“family as the built-in clinic” where 
patients can receive prolonged, and per- 
haps more adequate, care without exter- 
nal pressure. This is particularly true 
for the senile patients whose status and 
role are like those of children who 
receive much affection, protection, and 
security within the extended family sys- 
tem. 

The specific importance of the family 
care program mentioned above will in 
tur. lead to a need for qualified per- 
son ‘" the liaison and nursing func- 
tion working primarily as liaison per- 
sonnel, social workers can serve as a 
convenient, but essential, means of fa- 
cilitating available professional consulta- 
tion and treatment while psychiatrically 
trained public health nurses assigned 
to the local health departments, with 
the advantage of physical proximity to 
individual families, can contribute effec- 
tively to the care of the identified mental 
patients in the community. 

Future incidence of mental illness will 
he significantly influenced by the extent 
to which, and the way in which, changes 
in the demographic and cultural contexts 
of the society can take place. In spite 
of a declining trend both in the fertility 
and mortality rates, as observed in re- 
cent Japan, the growth of the Japanese 
population is still phenomenal. The 
growing population pressure with limited 
space and natural resources and ongoing 
social changes are of great importance 
for the future of mental hygiene in 
Japan. 
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The circumstance that rabies is potentially an increasing threat to certain 


population groups has led to efforts to develop a safe means for 


primary immunization. 


The results of a test with such a 


vaccine are presented here and the results are evaluated. 


PRIMARY ANTIRABIES IMMUNIZATION OF MAN 
WITH HEP FLURY VIRUS VACCINE 


James M. Ruegsegger. M.D.: Jack Black: and George R. Sharpless. Sc.D. 


pene doubt exists that rabies is be- 
coming an increasingly great poten- 
tial threat to human health. Whereas, 
formerly, the rabid dog constituted the 
main vector for the transmission of 
rabies to man, now rabies is being found 
not only in the dog and in many other 
carnivora but more importantly in many 
species of bats." Consequently, larger 
numbers of people are becoming “high 
exposure” risks to rabies. Were it not 
for the occasional demyelinating acci- 
dent which accompanies the administra- 
tion of Pasteur treatment in a fortunately 
small per cent of people receiving such 
therapy, routine immunization against 
rabies would undoubtedly be recom- 
mended for groups with a high expo- 
sure risk such as veterinarians, animal 
handlers, sportsmen, campers, and others 
exposed to a similar risk. 

Several years ago, Fox, et al..° re- 
ported their investigations showing the 
feasibility of immunizing human sub- 
jects by the intracutaneous, subcutane- 
ous, or intramuscular injection of a live 
attenuated rabies virus vaccine. Subse- 
quently. others** have confirmed those 
observations and submitted additional 
evidence of the safety of live, attenuated 
virus for human inoculation. It was 
reported from this laboratory’ that a 
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vaccine could be prepared from infected 
chick embryo which stimulated the pro- 
duction of neutralizing antibodies in all 
of 79 subjects after three intracutaneous 
injections of 0.2 ml HEP rabies vaccine 
at intervals of from five to seven days. 
While these observations were encourag- 
ing, several other projects were immedi- 
ately suggested to determine optimal 
dosage of vaccine, rate of appearance of 
antibodies, durability of antibody re- 
sponse, and the like. Accordingly, the 
faculty and student body of a veterinary 
medical school volunteered to participate 
in a study designed to answer some of 
these questions, and the results are given 
in this report. 


Material and Methods 


Virus 

Virus vaccine was prepared as de- 
scribed previously.* At the time of use, 
the dried vaccine was reconstituted with 
sterile water to a volume equivalent to 
35 per cent tissue suspension. Titer in 
suckling mice of LD; per ml 
was determined just before initiation 
of these studies. 


* LDso=—that dose which is lethal for 50 of 
100 inoculated mice. 
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Table 1—HEP Rabies Vaccine Antibody Response: Three Injections of 0.2 ml at 


Five-Day Intervals 


Subject 
No. 


Group 1 


Antibody Status 


o* 3° 10* 15* 3u* 60* 160* 190* 
N N N I I W N W 
N N N W W W N I 
N N N I I I 
N N W W I I 
N N N W Ww I 
N N N I I W I 
N N N N N° N 
N N W I I 
N N N N N W N I 
N N N \ I I 
W W W W W I 
N N N I I I 
N N I I I I 
N N N N I I 
N N N W l l 
N I I I I 
N N I I I I 
N N W W W W 
N N N I I 
N N N W W I 
N N I I W 
I I I I I I 
N I I W N | 
N N N I I I 
N W l 
N N I l I I 
N N N I I I 
N N N I I 
N N N I I I 
N N N I I I 
I W I W I I 
N N I I I I 
N N N I N I 
N N N W I I 
N N Ww I I I 
N N N N N N N N 
N N N I I I 
N N N W I I 


* Figures refer to day of bleeding after initial injection. 
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4-1 of 5 mice survived 
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131 
64 
69 
161 
129 
83 
2 
105 
147 
20 
55 
27 
142 
10 
38 
59 
118 
16 
15 
96 
3 
24 
14 
13 
214 
151 
39 
23 
135 
22 
18 
35 
37 
25 
91 
17 
N 


Table 2—HEP Rabies Vaccine Antibody Response: Two Injections of 0.3 ml at Five- 


: ‘ 
Day Intervals Greup 2 


Subject Antibody Status 

No. u* lo* 3u" 6u* 160* 190* 

119 N N N l W W N W 

51 N N I I I I 

107 N N I I I I 

120 N N N N N N W 

89 N N N N N N N I 

123 N N N N N N N 

102 I I I I I 

76 N N N N N N N N 

109 N N N N N I 

174 N N N W W N 

158 N N N WwW I I 

61 N N I I I 

160 N W W N N N N 

159 N N W WwW 

130 N N N N W N N N 

72 N N N WwW N W 

67 N N N N N W N N 

58 N N N N N N N 

79 N N W W W N N N 

84 N N I I I I 

80 N N N I I 

122 N N I I I I 

112 N N W I I 

132 N N I I I I 

117 N N N N N N N I 

116 N N W W I I 

155 N W W I 

81 N N N N W N I 

110 N N N N W N N I 

78 N N N W W N N W 

114 N N N WwW N W N I 

88 N N N N N N N 

144 N N N N N N N 

113 N N I I I I 

139 N N I I I I 

143 N N W Ww W N 

176 N N N N N N I 

82 N N I I I I 

77 N N N W I 

50 N N W I I 

108 N N N N N N N N 

156 N N N N N N N W 

71 N N N N N N N 

115 N N I I I I 

121 N N N I I I 

175 N N N W N N N I 

28 N W N I 

* Figures refer to day of bleeding after initial injection. I 5 of S mice survived 
W—2-4 of 5 mice survived 
N—@-1 of 5 mice survived 
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Table 3—HEP Rabies Vaccine Antibody Response: Two Injections of 0.2 ml at Five- 


Day Intervals 
Group 3 


Subject Antibody Status 

No. 10* 15 30* 60* 160* 190* 

179 N N N W I N N I 

166 N N N N N N N N 

171 N N N N N N I 

60 N N I I I I 

127 N N N Ww I I 

170 N N N W I I 

186 N N Ww I Ww I 

167 N N N N N N N N 

106 N W N N N 

138 N N W I I I 

149 N N N I N W N I 

168 N N N I I I 

140 N N N N N W 

196 N N I I I N N I 

178 N N N N I W N N 

184 W W W W W I 

195 N Ww W I I I 

181 N N N N N 

177 N N N N N N N W 

182 W W I I I I 

191 N N N W W N N 

165 N N I I I I 

163 I N I I I I 

202 N N W I I I 

187 N N N N N N N W 

193 N N N N N W N I 

199 N I I I I I 

200 N N N N N I 

124 ¥ N N I W I 

125 N N N Ww Ww N N I 

183 N N N I I I 

164 N N I I I W N I 

180 N N N N N N N I 

198 N N I I I I 

134 N N N I I W N I 

145 N N W I I W N I 

201 N N N W I 

169 N I N N N N I 

173 N N N I I I 

133 N N N N N N N N 

128 N N N N I 

172 N N N I N N N N 

190 N N N N N N 

194 N N Ww I I W W I 

197 N N Ww N N W N 

* Figures refer to day of bleeding after initial injection I 5 of 5 mice survived 

W—2-4 of 5 mice survived 
N—0-1 of 5 mice survived 
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Table 4—HEP Rabies Vaccine Antibody Response: Two Injections of 0.2 ml at 15-Day 


Intervals 


Group 4 


Antibody Status 


Subject 


No. 10* 


~ 
= 
uw 


15* 


22242272 


424-227 


* Figures refer to day of bleeding after initial injection. 


Screening 

A serum specimen was taken from 
every volunteer before vaccination and 
at later intervals as shown in the tables. 


Using the challenge virus standard 
(CVS)° rabbit fixed strain of rabies 


virus, all serums were screened for the 
presence of antibodies. A mixture con- 
taining nine volumes of unheated serum 
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30* 160* 190* 


4 


mt 


5 mice survived 
mice 
mice survived 


5 survived 
5 


and one volume of virus (100-300 LD.,, 
per mouse inoculum of undiluted mix- 
ture) was incubated for three hours at 
37° C. The undiluted mixture was inocu- 
lated intracerebrally into five mice. The 
prevaccination and postvaccination se- 
rums from each individual were usually 
included in the same test. Appropriate 
controls were always used. 
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|_| 
211 N 
150 W 
152 N 
101 I 
154 I 
62 W 
; 206 N N 
188 
4 192 
: 217 
2309 
218 I 
205 N N 
212 N N N 
65 I 
63 I 
213 N 
210 
136 
: 57 N N 
215 N N 
185 N 
204 I 
203 I 
189 I 
216 I I 
207 I I 
33 N N N N 
111 N N Ww 
208 I 
126 I 
103 W 
2-4 of 
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Schedule 

All the vaccine was injected intra- 
cutaneously by the senior author accord- 
ing to the following schedule. Volunteers 
divided into groups. The 
experiment was designed to ascertain the 
effect of amount of antigen as well as 
the spacing of injections on the develop- 
ment of immunity. Inasmuch as our 
previous experience has shown such en- 
couraging results, Group 1 (38 subjects) 
was given 3 x 0.2 ml injections of vac- 
cine at five-day intervals. Group 2 (47 
subjects) received the same total amount 
of antigen (0.6 ml) in two injections 


were nine 


five days apart. 

1, and 5 were used to ex- 
plore the efficacy of smaller amounts of 
vaccine variously spaced. Group 3 (45 
subjects) received 2 x 0.2 ml injections 
at five-day intervals. For Group 4 (32 
subjects) the interval was lengthened to 


Groups 3, 


Table 5—HEP & 


Intervals 


15 days, and for Group 5 (17 subjects) 
the interval was 30 days. 

The efficacy of large inoculums of 
vaccine was tested by administering 0.6 
ml, usually at two different sites. Group 
6 (16 subjects) received a single such 
inoculation; Group 7 (14 subjects) re- 
ceived two inoculations of 0.6 ml each 
at intervals of 15 days. For Group 8 
(17 subjects) the interval between the 
two injections was 30 days. 

The ten subjects in Group 9 gave a 
history of having had a_ prophylactic 
course of rabies vaccine; this group was 
given a single 0.2 ml booster injection 
of HEP vaccine. 

At the end of 60 days, a survey was 
made to detern:ine the need for booster 
When the 60-day serum 
showed either a weak titer of antibodies 
or no antibodies, a booster injection of 
vaccine was given to those subjects; the 


injections. 


- vecine Antibody Response: Two Injections of 0.2 ml at 30-Day 


Group 5 


Subject 
No. 


~ 10* 


=—=ZAZZAZ ZAZAZZAZZ 


* Figures refer to day of bleeding after initial injection 
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4424.24, 


Antibody Status 


ip” 


6u* * 165" 
I 
I 
W W N W 
W N N N 
N I 
I J 
N N I 
N N N N 
N N N W 
N W 
I I 
N W N I 
N N N 
N N N 
I 
N N N N 
I 
! 5 of 5 mice survived 
W—2-4 of 5 mice survived 
N—4)-1 of 5 mice survived 
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os 
137 I 
234 I 
232 
220 N 
295 W 
224 
29] 
157 
298 N 
231 N I 
999 I 
219 
230 
297 
223 I 
97 
226 


Table 6—HEP Rabies Vaccine Antibody Response: One Injection of 0.6 ml 


Group 6 


Subject Antibody Status 


No. 0o* 5* 10* 15* 30* 60* 160* 190* 
19 N I i I ‘ 
21 N I I 
8 N I I I 
7 N I I 
29 N N N N N I 
5 N I W I 
30 N W W N N l 
9 N I i 
31 N N 
32 N N N N N N 
0 N W I N N N 
1] N N N N N I 
28 N Ww W N 


5 of 5 mice survived 
W—2-4 of 5 mice survived 
N—)-1 


* Figures refer to day of bleeding after initial injection. 


of 5 mice survived 


Table 7—HEP Rabies Vaccine Antibody Response: Two Injections of 0.6 ml at 15-Day 


Intervals 
Group 7 
Subject Antibody Status 
No. or 10* 15* 30* 60" 160* 190* 
49 N I I I 
47 N N I W N W 
104 N W W W N I 
42 N N I I 
99 N N I I 
66 N W I I 
41 N N I W N I 
43 N I I I 
53 N N W N N N 
44 N N W N N N 
90 N W I 
100 N N I I 
73 N N I I 
54 W I 
* Figures refer to day of bleeding after initial injection. ! 5 of 5 mice survived 


W—2-4 of 5 mice survived 
0-1 of 5 mice survived 
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amount of inoculum was determined by 
the amount in the initial injection for 
each group. The booster injection was 
actually made about five months after 
the initial injection. 


Observations 


All inoculation sites were inspected on 
the day after the injections. Local re- 
actions of erythema and painful swelling 
were infrequent, and in no instance was 
a subject required to be absent from 
or work. Occasionally axillary 
tenderness was noted but it was never 
disabling. A single instance of urticaria 
was noted several hours after an injec- 
tion; these lesions responded to oral 
antihistamines and did not recur after 
a subsequent vaccination. Local pruritus 
was observed frequently but was not 
Systemic reactions were 


sche vol 


troublesome. 
not seen among this series of subjects. 


Group | received three intracutaneous 
0.2 ml injections at intervals of five 
days. The 38 subjects were followed for 
60 days and serum was obtained at 
frequent intervals. Thirty-six showed the 
presence of neutralizing antibodies in 
their serums within this period of time, 
and 35 of these had such antibodies 
detectable at the end of 30 days (see 
Table 1). Moreover, only a single sub- 
ject failed to convert to an “immune” 
status when given a booster injection 
of 0.2 ml five months after the first 
injection. Two subjects deserve addi- 
tional comment. 

Subject No. 214 was a ten-year-old boy with 
a minimal antibody response after his initial 
series of three injections who converted to 
an “immune” status after a single booster. 

Subject No. 83 was a pregnant student who 
responded satisfactorily to her series of three 
vaccine injections. Her antibody titer ap- 
parently diminished about the time of her 
delivery, but returned to its previous level 


Table 8—HEP Rabies Vaccine Antibody Response: Two Injections of 0.6 ml at 30-Day 


Group 8 


Antibody Status 


Intervals 
Subject 
No. o* 5° 10* 15* 
141 N 
236 N 
94 N 
92 N 
75 W 
16 I 
87 N W 
18 N I 
153 N N 
52 N 
85 N N 
146 N I 
98 N N 
235 N 
74 N I 
93 N W 
95 N I 


* Figures refer to day of bleeding after initial injection. 
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30* 60* 160* 190* 
I I 
N 
I 
I 
I I 
W W N W 
I I 
N I 
N I 
N N N W 
W 
I 
I I 
N I 
W W 
I I 


1 —5 of 5 mice survived 
W—2-4 of 5 mice survived 
N—0-1 of 5 mice survived 
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Table 9—HEP Rabies Vaccine Antibody Response: One Injection of 0.2 ml (Booster) 


Group 9 


Subject 


Antibody Status 


45 
26 


* Figures refer to day of bleeding after booster injection. 


several months later without the stimulus of 
an additional injection of vaccine. A_ speci- 
men of cord blood collected at the time of 
delivery did not disclose the presence of 
neutralizing antibodies. 


The effects of the same total amount 
of antigen, 0.6 ml, inoculated in two 
injections five days apart are listed in 
Table 2. If the demonstration of neu- 
tralizing antibodies can be used as an 
index of immunity, it can easily be 
seen that this regimen is not so desirable 
as the previous one of three injections 
of 0.2 ml. Only 33 of this group of 47 
subjects had antibodies 60 days after 
the program began, but six additional 
persons responded after a booster five 
months later. 

Antibody responses of the subjects 
given two intracutaneous injections 
(Groups 3, 4, and 5) are listed in 
Tables 3, 4, and 5. There is considera- 
hle disparity in the size of the three 
groups, but a trend is apparent. Sixty 
days after the institution of the pro- 
gram, neutralizing antibodies were de- 
monstrable at some time in the serums 
of 80 per cent, 78 per cent, and 66 
per cent of the subjects in these three 
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30* 160* 190* 


of S mice survived 
5 mice survived 
5 mice survived 


groups. Moreover, a booster five months 
later did not add appreciably to the 
total of “immunes.” 

Volunteers in Group 6 received a 
single intracutaneous injection of 0.6 ml 
vaccine. Twelve of these 15 subjects 
had demonstrable antibodies within 30 
days (Table 6). 
antibodies after 60 days were given a 
hooster injection of 0.6 ml five months 
after the first inoculation; two of these 
subjects did not respond even though 
one of them had had detectable anti- 
bodies one month after vaccination. 
received a second 0.6 ml 


Six who showed no 


Group 7 
inoculation 15 days after the first. All 
of them had demonstrable antibodies 
within 30 days of the first injection, al- 
though two of them (No. 44 and No. 53) 
lost their circulating antibodies by the 
60th day (Table 7). Moreover, these 
two subjects were not converted to “im- 
mune” status by a booster injection of 
0.6 ml administered about five months 
later. Whether this apparent paradox 
points up the vagaries of the test for 
neutralizing antibodies or may suggest 
some other explanation is open to con- 
jecture. 
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| 
15* 
162 N 
229 I 
‘ 148 I 
233 I 
56 I I 
68 N 
226 I 
6 I I 
I 
N 
5 
W—2-4 
N—)1 


PRIMARY ANTIRABIES IMMUNIZATION OF MAN 


All except one of Group 8, who re- 
ceived the second injection of 0.6 ml 
30 days after the first, responded with 
neutralizing antibodies within 60 days 
(Table 4). Subject No. 85 had a mini- 
mum antibody response to a booster in- 
jection of 0.6 ml five months later. An- 
other subject (No. 87) had a “weak” 
antibody response demonstrable 15 days 
after the first injection, which was not 
increased by either the second or third 
vaccine injection. 

The effects of a single intracutaneous 
injection of 0.2 ml in Group 9 are given 
in Table 9. The “booster” effects of 
small amounts of HEP rabies vaccine 
will be detailed in a later publication. 
Subjects No. 162 and No. 26 responded 
satisfactorily within 30 days, even 
though their primary course of Pasteur 
treatment had been administered 17 and 
15 years ago. The reason for the tardy 
response of No. 68 may lie in the fact 
that his primary course consisted of 
only five injections administered 12 years 


earlier. The remaining subjects in this 
group had neutralizing antibodies in 
their serums on admission to the study. 
Thus it is seen that in this small group 
it was possible to activate the basic im- 
munity of a full course of Pasteur vac- 
cine by a single intracutaneous injection 
of 0.2 ml of HEP Flury vaccine regard- 
less of the interval since the initial course 
of vaccine. The appearance of the booster 
effect within at least 30 days assumes 
considerable significance among the high 
exposure risk group who formerly were 
subjected to multiple courses of vaccine 
with the attendant risk of neuroparalytic 
complications. 


Discussion 


If neutralizing antibodies constitute a 
reasonable index of immunity to rabies. 
the foregoing results seem to indicate the 
efficacy of this type of vaccine for the 
prophylaxis of disease among people 
who might be exposed to rabies at some 


Table 10—First Appearance of Antibodies 


Total 
Regimen Subjects 0 5 10 15 30 60 160 190 
2x 02 ml 
x 5 days 45 4 2 ll 12 4 3 4 
2x 0.2 ml 
x 15 days 32 2 ° 12 6 5 
2x 0.2 ml 
x 30 cays 7 2 =~ + 3 1 2 
3x C2 ml 
x 5 days 38 3 ll 18 3 l 
2x03 ml 
x 5 days 17 l 16 8 6 2 
1 x 0.6 ml 16 . 11 1 2 
2x 0.6 ml 
x 15 days 14 6 7 
2x 0.6 ml 
x 30 days 17 2 ° 9 1 4 


* Bleedings were not taken routinely from these groups on the fifth and tenth days. 
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time in the future. Whether the vaccine 
can be used after exposure to protect 
human patients from rabies cannot be 
decided on the basis of presently avail- 
able evidence. However, it is encourag- 
ing to note the relatively great numbers 
of serums which have demor ‘rable anti- 
bodies for the first time on the 10th, 
15th, and 30th days after the first in- 
jection of vaccine. This would support 
the belief that this type of vaccine might 
be useful not only prophylactically 
among those of high exposure risk, but 
people who sustained 
contaminated with 


also in have 
wounds potentially 
rabies virus. Early appearance of anti- 
bodies would be essential for such pro- 
at least in some subjects where 
the period of incubation is short. In 
Table 10 our data have been arranged 
to indicate the time of appearance of 
Since the re- 


tection 


neutralizing antibodies. 
sponse to the best regimen was between 
80 per cent and 90 per cent, the regimen 
or the vaccine should be further im- 
proved before such protection could be 
relied upon. 

The surprisingly number of 
serums containing antibodies on zero 
day of the study defies explanation; a 
careful history was elicited at the outset 
to eliminate from Groups 1-8 anyone 
who might have received previously even 


great 


a partial course of Pasteur vaccine, and 
further attempt was 
made, without success, to disclose an 
antecedent contact with rabies virus in 
either attenuated or killed form. Pre- 
vaccination serums found to be positive 
were inactivated by heat and retested in 
order to determine if nonspecific heat- 
labile neutralizing substances were pres- 
ent. This treatment did not alter the 
neutralizing capacity of the serums. The 


retrospective 


The authors are associated with 
Rickettsial Research Sections, 


Cyanamid Company, Pearl River, N. Y. 
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disclosure that 6 per cent of the group 
had neutralizing antibodies at the outset 
lends support to the thesis that there are 
subclinical infections due to naturally 
attenuated strains of rabies virus similar 
to those seen in poliomyelitis. 


Summary 


Rabies vaccine of chick embryo origin 
(HEP Flury) was administered by the 
intracutaneous route to a group of more 
than 230 human subjects by various 
dosage regimens. The safety of the vac- 
cine was further attested to by the lack 
of any systemic reactions and by a 
paucity of local reactions. The data are 
presented in full to show the relative 
efficiency of the several regimens in 
stimulating the production of neutraliz- 
ing antibodies. Further preliminary evi- 
dence is presented to indicate the pro- 
phylactic value of the vaccine among 
people with a high exposure risk to 
rabies. The relatively early appearance 
of antibodies is also presumptive evi- 
dence that this vaccine might be helpful 


in preventing rabies even after ex- 
posure, 
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Leptospirosis in deer is widespread throughout Illinois and neighboring 


States. 


The nature of this problem and its ramifications in public 


health, veterinary medicine, and related fields requires 


exploration. 


are presented and discussed here. 


Serologic studies bearing on this subject 


CORRELATIVE SEROLOGIC STUDIES ON BRUCELLOSIS 
AND LEPTOSPIROSIS IN CATTLE AND 


DEER IN ILLINOIS 


D. H. Ferris, M.A, Ph.D.; L. E. Hanson, D.V.M., Ph.D.; J. O. Alberts, V.M.D., Ph.D.; 


J. C. Calhoun, B.S.. M.A.: and Rachel Marlowe 


HE substantial increase in the popu- 

lation of white-tailed deer (Odocoileus 
virginianus borealis Miller) throughout 
much of Illinois in recent years is a 
phenomenon which has been observed 
in many states.“’’"'' This increase has 
brought with it problems of game man- 
agement, conservation, and public health 
in addition to those in agriculture. The 
increase in deer has resulted in a tre- 
hunters. Larger 
numbers of people are now handling 


mendous increase in 


deer carcasses, resulting in numerous 
requests from veterinarians, doctors, and 
others for information on possible dan- 
ger of infection from this source. The 
first deer hunting season in Illinois since 
1900 provided an opportunity to assess 
the role of deer in the epidemiology and 
epizootiology of brucellosis and_lepto- 
spirosis, two of the most costly zoonoses 
in the United States. 


Materials and Methods 


Arrangements were made in 1957 to 
collect deer blood samples by personnel 
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of the College of Veterinary Medicine, 
the University of Illinois Natural His- 
tory Survey, and the Conservation De- 
partment of the state of Illinois. Five 
hundred plastic tubes were sent directly 
to the hunters through the mail and 
about 30 tubes of blood were received 
from this source in spite of late mail 
delivery reported by many hunters. A 
few samples of blood from car-killed 
deer were sent in by conservation of- 
ficers. Personnel who collected the blood 
samples also manned the deer check 
stations. A major disadvantage resulted 
from the number of operations each per- 
son was required to do when hunters 
appeared with their kill to be checked 
out. These operations included: the col- 
lection of blood samples, weighing the 
deer, removing the lower jaw and an 
eye, recording hunt data, and in some 
cases, field dressing the deer to secure 
hunter cooperation. 

The largest number of blood samples 
was taken at a station set up in northern 
Illinois. Here the collector met the hunt- 
ers before going out and requested them 
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Table 1—Results of Agglutination-Lysis Tests on Deer Serums 


Deer Blood Samples Antigen 
L. Grippotyphosa L. Pomona 

Illinois Number Total of Kill 1:20,000 1 :200,000 

County Tested Kill Tested 1:200 1:2,000 (+) 1:200 1:200 (+) 
Ogle 119 371 32 3 7 3 3 3 6 
Pope 30 108 25 2 1 
Jo Daviess 7 137 5 
Williamson 16 39 3 
Winnebago 17 196 97 l 
Carroll 15 193 8 ] 2 
Johnson 12 15 80 l 1 
Hardin 13 59 20 
Stephenson 9 22 40 l 
McHenry (Car-killed) 100 
Alexander 5 82 6 

Total 252* 1,256 20 8 9 3 5 9 ll 


* Twenty-one more deer from Sangamon County were found to be negative. 


to bring their deer in for field dressing. 
Heart blood samples were taken as the 
deer were checked in. 

Where possible, blood samples were 
allowed to stand at about 18° C for an 
hour or two and then refrigerated. The 
serum was then poured off, centrifuged 
and stored at —20° C until ready for 
serological tests. The serum agglutina- 
tion plate test was used for obtaining 
evidence of Brucella infection. Agglutina- 
tion-lysis tests according to the Borg- 
Peterson protocol’ with tenfold dilutions 
of 1:20 to 1:20,000 were made with live 
antigens of the following serotypes: 
Leptospira) pomona, L.  icterohemor- 
rhagiae, L. canicola, L. grippotyphosa, 
and L. sejroe. Postive samples were 
then tested with further dilutions to 
find the endpoint. 


Results 


Table 1 summarizes the major find- 
ings. A total of 419 blood samples, 
about one-fifth of the recorded kill of 
2.035 deer. was collected. Of these, 243 
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were tested. The remainder were dis- 
carded because of bacterial contamina- 
tion or hemolysis. Collections were made 
from 13 of the 33 counties open for 
hunting. Samples from nine of these 
counties were positive for one to four 
serotypes of Leptospira; 10.2 per cent 
of the samples were positive to L. 
pomona and 9.8 per cent were positive 
to L. grippotyphosa; one sample was 
positive to both L. grippotyphosa and 
L. pomona, and another to both L. cani- 
cola and L. icterohemorrhagiae. Figure 1 
shows counties from which positive sam- 
ples were taken. These were about evenly 
divided at the extremities of the state, 
with five northern and four southern 
counties represented, Ogle county, from 
which the largest number of deer was 
taken (as well as the largest number of 
blood samples) had the largest number 
of positives. 

Twenty-one samples from Sangamon 
County were taken from live deer which 
had been held at the fair grounds in 
Springfield, Ill, for about two years 
after having been trapped in the Rock 
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River area, and these samples were 
negative. 
All the Brucella tests were negative. 


Discussion 


The Illinois deer population is not 
nearly as large as that of more heavily 
forested states such as Minnesota (esti- 
mated to be 400,000 in 1956),'° but is 
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probably larger than that of the neigh- 
horing state of lowa. lowa opened its 
first recent series of hunting seasons in 
December, 1953, with an estimated deer 
population of 12,962.'* This population 
was estimated to have increased in about 
10 years from a herd of about 1,000. 
In the same period the deer herd of 
Illinois was estimated to have increased 
from over 2,000 to approximately 25,000 
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when the first deer hunting season since 
1901 was opened in October of 1957. 

During the period from 1956 to 1957 
the number of cattle in Illinois was 
estimated to be slightly over four million 
and the number of swine to be six and 
a quarter million. In comparison, the 
number of deer may seem to be too small 
to be of much consequence. Neverthe- 
less, their relationship to domestic ani- 
mals is worthy of exploration. Deer have 
been implicated in spreading the large 
American fluke, Fascioloides magna to 
cattle."° Deer infected with the lancet 
fluke, Dicrocoelium dendriticum, were 
found by Mapes* and the potential haz- 
ard to domestic animals was recognized. 
In the Adirondacks, deer were found to 
remain near their place of birth, but 
to range over several square miles." 
Their fondness for grazing in the spring 
and early summer, in addition to their 
free-ranging capabilities make their po- 
tential hazard to man and domestic 
animals of greater concern than their 
population might at first indicate. 

The adaptation of deer to the chang- 
ing habitat of North America is another 
factor which makes their relationship to 
domestic animals important. Autopsied 
deer in Illinois were found to have eaten 
a very considerable amount of corn. It 
is probable in states such as Iowa and 
Illinois which lack large forested areas 
that the deer have invaded farm lands 
to an even greater extent than deer from 
the timbered states. This would make 
the smaller deer populations of these 
states of comparatively greater interest 
in epidemiological and epizootiological 
studies involving domestic animals. 

Leptospirosis in cattle and swine is 
well known in Illinois. In 1954, Bryan 
reported the results of the agglutination- 
lysis test on hundreds of herds of cattle 
in Illinois.*** Over 900 herds representing 
about 3,000 adult cattle from widely 
separated counties were found to be posi- 
tive to Leptospira pomona. A continua- 
tion o. these tests on 12,662 cattle and 
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11,717 swine in 1955, and 26,376 cattle 
and 19,746 swine in 1957 showed sig- 
nificant numbers of positives. Compara- 
tively few tests were run for other lepto- 
spiral serotypes (621 cattle and 323 
swine). Positives were found to the 


following serotypes: 


L. autumnalis L. hebdomadis 
L. canicola L. icterohemorrhagiae 
L. grippotyphosa L. sejroe 


Figure 2 shows the distribution of L. 
grippotyphosa in cattle by counties. This 
was the major serotype other than L. 
pomona giving a reaction in deer. Since 
L. grippotyphosa titers have been found 
in many counties with a low deer popu- 
lation it is improbable that deer have 
introduced this serotype. Whether or 
not they may transmit it has yet to be 
determined, as well as its pathogenicity 
for deer. 

Wedman and Driver’® tested 187 sam- 
ples of serums from Minnesota deer for 
serological reaction to Brucella and L. 
pomona. Of these, only one with a rela- 
tively low titer was positive to Brucella 
antigen. Since the Illinois experience is 
similar, it appears that deer are refrac- 
tory to infection by Brucella organisms 
or the mechanism of transmission is 
usually lacking. In contradistinction to 
the Brucella results are those with Lepto- 
spira where approximately 16 per cent 
in Minnesota and 20 per cent in Illinois 
were positive. The rise in deer popula- 
tion has been accompanied by increased 
reporting of leptospirosis in cattle. This 
may be coincidence as it has been dur- 
ing this same period that interest in 
leptospirosis has been manifest by in- 
creased research. It is also possible that 
deer become infected by domestic ani- 
mals; this seems probable in the case of 
both L. pomona and L. grippotyphosa. 
The nature of this infection and the 
extent, if any, to which deer constitute 
a reservoir need to be determined. 

Whether or not the antigens used in 
our stock cultures are the same as the 
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organisms producing the titers in nature 
is another serious question. It is possible 
that these titers may represent cross- 
reactions to other serotypes. Isolation 
and typing of leptospires in addition to 
serology are required as a sound basis 
for further research and control meas- 
ures, 
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Conclusion and Summary 


Leptospirosis in deer is widespread 
throughout Illinois and other states. Fur- 
ther work is needed to clarify the nature 
of the infection. Ramifications of the 
problem extend into conservation, agri- 
culture, veterinary medicine, and public 
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health. Precipitate action not based upon 
adequate research can result in loss or 
injustice to one or more of the groups 
interested. 

In this study 419 samples of deer 
blood were taken in 1957 during the 
first hunting season in Illinois since 
1901. Of these, 243 were tested for 
evidence of infection with Brucella by 
the rapid plate method and for evidence 
of Leptospira infection by the agglutina- 
tion-lysis test with live antigen of five 
serotypes. Nine of the 13 counties from 
which samples were taken had positives 
to one or more Leptospira serotypes; 
10.2 per cent of the samples were posi- 
tive to L. pomona and 9.8 per cent were 
positive to L. grippotyphosa. 
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Poultry hygiene programs must of necessity be multifaceted. The multiple 
factors involved in such programs and how they can be coordinated 
into an efficient approach by official health agencies are discussed 


in this broad survey. 


SUGGESTIONS FOR DEALING EFFECTIVELY WITH 


POULTRY HYGIENE PROBLEMS 


Joe W. Atkinson, D.V.M. 


NeED for poultry hygiene pro- 
grams has been thoroughly set forth 
in recent years and is generally recog- 
nized. A federal poultry inspection law! 
was enacted by Congress in 1957. The 
federal service is being supplemented 
by an increasing number of state and 
local programs for the sanitary super- 
vision of processing plants in intrastate 
commerce and of the local distribution 
and sale of poultry and _ poultry 
products. Here in Mississippi, the State 
Board of Health has recently promul- 
gated sanitation regulations based on 
the | ublic Health Service Poultry Ordi- 
nance. 

If these poultry hygiene programs are 
to deal most effectively with the health 
and consumer problems involved, they 
should extend through the entire scope 
of activities which have bearing on the 
final product as delivered to the con- 
There should be continuing in- 
evaluation, from the 
consumer viewpoint, of 
equipment and technics used in the 
poultry processing industry. Education 
of the public and of the poultry indus- 
try will be needed. Superficial impres- 
misleading, well 
trained, experienced personnel should 
he assigned to the programs. Buildings. 
facilities, or procedures, regardless of 
the size or volume of operations, should 


sumer, 
vestigation and 
health and 


sions can be 
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not be accepted as satisfactory without 
close observation and continued atten- 
tion to certain conditions and practices 
which may result in unnecessary con- 
tamination of much of the product proc- 
essed or otherwise handled. Acceptable 
operating standards which prevent such 
unnecessary contamination and which 
protect the sanitary quality of the 
product should be uniformly and con- 
sistently required. It may be necessary 


to change long-established industry 
practices in some instances. Whenever 


there is conflict. health and consumer 
considerations should take precedence 
over purely economic and competitive 
interests of agriculture and industry. 
To accomplish these objectives, close co- 
operation and correlation of activities 
between federal, state. and local agen- 
cies will be necessary. 


Scope of Activities 


Poultry hygiene services should 
satisfy broad health and consumer in- 
protection of human 
health is of primary concern, the serv- 
ices should be designed to prevent food- 
borne disease and contribute to health- 
ful working conditions for processing 
employees. 

Furthermore, they should protect 
against the sale or service of unfit 


terests. Since 
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poultry or poultry products, whether or 
not health hazards are involved. A 
state health officer recently said, “I 
would no more want to eat a well cooked 
tuberculous bird than I would want to 
drink well pasteurized milk from a 
tuberculous cow.” The statement was 
made to emphasize a pertinent point. 
That is, poultry meat is not fit for 
human consumption if it is diseased or 
obnoxious, no matter how thoroughly it 
may be processed, cooked, sterilized, or 
disguised. Other factors are also im- 
portant. Any added ingredients in 
poultry products should be clean and 
wholesome. There should be protection 
against adulteration by either harmful 
or unexpected ingredients. The official 
program should also provide protection 
against mislabeling, and against altera- 
tion or treatment to conceal inferiority. 
Miller? has described this modern con- 
cept as follows: 


“The routines that are applied in the packing 
plant, whether it is a meat packing plant 
or a poultry processing plant, and that have 
for their purpose the application of stand- 
ards of common decency in the preparing 
and handling of meat food are similar to 
those that make it a safe food. Common 
decency and safety, nevertheless, have two 
separate and distinct objectives. In no 
case are the two to be confused one with 
the other, or one sacrificed for the other. 
Food must be prepared in a clean environ- 
ment. It must be clean and free from con- 
tamination because that is the way the 
consumer wants it. It is no answer that 
unclean food can be made harmless by 
sterilization. On the other hand even an 
esthetically acceptable method of handling 
a food cannot be permitted to be used if 
the food as a result of that method of 
handling is unsafe when eaten. 

“As the clean, wholesome meat is brought to 
the market place, we find another area of 
consumer interest. The consumer is entitled 
to be protected against economic frauds. 
The food must not be adulterated nor mis- 
branded. Again, it is not enough to say 
that the food will not harm the purchaser 
if, in fact, its composition is not that which 
the consumer is entitled to expect it to be, 
or if the label on the food represents it as 
being a food of higher value than it is in 
fact.” 
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Thus, we see that it is not sufficient 
merely to provide regulation of proc- 
essing plants, facilities, and equipment, 
or ante-mortem and _ post-mortem in- 
spection of the birds for disease. There 
should be close attention to all phases 
of the slaughter, dressing and eviscera- 
tion of poultry; the preparation of proc- 
essed poultry packaging, 
labeling, storage, and transportation; 
and retail sales and service operations. 


products; 


No Strong Chain With Weak Links 

This is not to imply that suitable 
buildings, facilities, and equipment are 
unnecessary. Everyone with experience 
in food sanitation knows that clean, 
wholesome food is seldom produced in 
an unsanitary environment. All the 
usual items of food plant sanitation are 
extremely important in poultry proc- 
essing.” Furthermore, the best sanitary 
conditions and procedures will not make 
diseased poultry fit for human consump- 
tion. Effective ante-mortem and _post- 
mortem examination of poultry _ is 
needed for effective removal of unfit 
birds from food channels.* 

It must be emphasized, however, that 
the most extensive official requirements 
in poultry processing plants can be 
largely nullified by poor operating pro- 
cedures or conditions, such as: 

1. Entry of the bird into the scald water 
before death, with gasping of contami- 
nated water into the air sacs which ex- 
tend throughout the body, into the hip 
joints, long neck, and intra- 
muscular spaces of the breast adjacent to 


he mes, 


the wings. 

Delay in the evisceration of 

poultry, with the carcasses stacked up or 

held in tanks of ice or ice slush, resulting 
in extensive fecal contamination.*.5 

3. Cutting or tearing of the intestines during 
the evisceration process, causing fecal 
contamination of the incised tissues and 
body cavity of the carcass. 

4. Failure by the inspectors or employees to 
thoroughly wash their hands after contact 
with diseased viscera or carcasses, or 
those contaminated with feces during 
evisceration, thus contaminating succeed- 


dressed 


ing carcasses and edible viscera. 
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5. Operations carried on at such speed that 
employees are unable to perform their 
duties in a sanitary manner consistently 
throughout the day. 

6. Lack of proper physical separation and 
control of air movement between (a) live 
poultry, slaughtering, and dressing opera- 
tions, and (b) the eviscerating room and 
other rooms where edible products and 
packaging materials are handled or stored, 
resulting in exposure of the latter to mass 
air-borne contamination. 

The use of equipment which, even though 

it may be bright, shiny, complex, and 

highly efficient, is not designed and fabri- 
cated so as to be readily and thoroughly 
cleaned. 

8. Lack of adequate facilities and schedules 
for washing and sanitizing knives and 
other hand tools, portable equipment, and 
product contact surfaces. 

9. Careless or unclean habits on the part of 
employees, resulting in careless handling 
and contamination of product. 

10. Lack of prompt and adequate refrigera- 
tion of all perishable poultry and poultry 
products. 

11. Lack of proper refrigeration, exposure to 
contamination, or insanitary handling dur- 
ing storage, transport, or retail sales 
operations. 


Moreover, even though a comprehen- 
sive program may be carried out in 
poultry processing plants, protection 
will be incomplete if poultry is per- 
mitted to be dressed or eviscerated in 
retail markets, restaurants, hotels, or 
institutional kitchens, or if ready-to- 
cook poultry is handled in such estab- 
lishments under conditions which may 
result in cross-contamination to cooked 
poultry or to other such as 
luncheon meats, salads, and the like. 


foods 


Initiating a Program 


One’s first reaction may be to ask, 
“Well, we do not have such conditions 
in our state, do we?” My suggestion is 
to take a close look to determine just 
what the conditions are in the poultry 
industry. Assign capable and conscien- 
tious persons to the task. Prepare com- 
prehensive reports on conditions just 
as they are found to provide a base 
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line for future evaluations of progress. 
Then, if undesirable conditions do exist, 
take prompt action to bring about cor- 
rection within a reasonable time, and 
in a consistent, uniform manner. 


Personnel and Regulations 

Persons assigned to the program 
should have the specific interest, train- 
ing, and time to become experienced 
in poultry sanitation work to the degree 
necessary for recognizing and dealing 
effectively with the variety of problems 
which will arise. They should be sup- 
ported by regulations which are as de- 
tailed and specific as practicable, but 
which also provide broad authority to 
deal with unforeseen problems and emer- 
gency situations. 

The regulations should also contain 
provisions which set forth fair, reason- 
able, and specific administrative pro- 
cedures on items such as_ permits, 
notices, appeals, hearings, and orders. 
Such provisions assure that those per- 
sons who are subject to the regulatory 
requirements will be fully informed of 
their responsibilities. Just as essential 
is the fact that they be informed of 
the procedures under which they may 
seek relief from official actions to which 
they take exception. From the viewpoint 
of the regulatory agency, such provi- 
sions contribute to reasonable and or- 
derly enforcement procedures which are 
most likely to bring about voluntary 
cooperation from industry, and thus pre- 
vent the need for frequent court actions. 
In addition, they form a sound basis 
for court action if there should prove 
to be an occasional instance where com- 
pliance cannot be obtained otherwise. 


Educational Activities 

Consumers naturally expect clean, 
wholesome foods as their just due when 
they spend their money.® However, they 
may know very little of the work or 
governmental expense required to assure 
results which they take for granted. 
Therefore, it may be necessary to keep 
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the public informed as to the needs, 
objectives, and costs of food regulatory 
programs. An informed consumer will 
not object to the extremely small added 
cost attributable to the conduct of offi- 
cial food sanitation programs. 

Meat and poultry, and products de- 
rived therefrom, literally form the back- 
bone of the American diet. We find that 
the federal inspection services cost only 
a fraction of a penny per pound of 
meat inspected. A substantial amount 
of this meat is processed into prepared 
foods such as soups, .pies, dinners, and 
the like, which adds vastly to the total 
quantity of foods inspected within this 
expenditure. For the meat, we pay at 
retail approximately 30 cents to well 
over a dollar a pound, considerably 
more if served in public eating estab- 
lishments. A fraction of a cent is a 
small added cost indeed for official as- 
surance of cleanliness and wholesome- 
ness of the product at the point of 
processing. 

When a new food sanitation program 
is initiated, a major educational effort 
directed toward the industry concerned 
may be essential. This has appeared 
to be the case with the poultry industry. 
Every opportunity should be taken to 
impress upon and remind management 
and employees that processed poultry is 
a food, and should be treated as such: 

Through long association with the 
wastes carried on and inside poultry, it 
may be easy to look upon the birds 
merely as another agricultural com- 
modity, and to lose sight of the fact that 
the dirt and filth should be separated 
from the edible tissues of the bird in 
such a careful manner as to prevent con- 
tamination of the latter. In handling 
large volumes of poultry day after day, 
and under the pressures of business 
competition, there may be a tendency 
to forget the significance of the fact 
that real people—mothers, fathers, bab- 
ies, grandparents, in fact, we and our 


neighbors—eat the final product. We 
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want it to be handled as food should 
be handled, in a clean, safe, decent 
manner. For example, none of us want 
our food to fall on the floor, have fecal 
matter or other wastes smeared over 
it, be coughed or sneezed on, be ex- 
posed to insects or rodents, or be pre- 
pared with hands not washed after use 
of the toilet or after being soiled with 


filth. 


Old Practices Not Always Best 


These are the viewpoints about which 
some people within the poultry industry 
may need to be educated.’ With this 
in view, [| would suggest that those 
responsible for initiating a poultry sani- 
tation program not accept without care- 
ful consideration contentions that ex- 
isting facilities or practices must be 
adequate because “I have done it this 
way for 20 years,” “I have never had 
“it would not 
“it would cost 


any complaints before,” 
be practical to change,” 
too much to meet that requirement” or 
“vou fellows expect too much and want 
to move too fast.” 

These are common arguments which 
have been used in various food indus- 
tries at one time or another. Without 
exception, | believe, changes to more 
sanitary facilities and procedures have 
been accompanied by growth and 
strengthening of the food industry con- 
In fact, the most unsanitary 
and undesirable conditions and practices 


cerned. 


are frequently those which have been 
In the poultry 
industry, the holding and handling of 
New York dressed poultry is an out- 
standing example. 


around a long time. 


Arguments based on commercial ex- 
pedience or even just on natural resist- 
ance to change will always be with us, 
and should be recognized as such. There 
are often good reasons for granting rea- 
sonable time periods for compliance 
with applicable food sanitation require- 
ments, but this should not lead to vacil- 
lation as to the basic fact that com- 
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pliance should be required within a 
reasonable period. 


Health and Consumer Interests Are Primary 

In carrying out poultry hygiene pro- 
grams, a proper perspective should be 
maintained on health and‘consumer in- 
terests as compared to those of agricul- 
ture and industry. This may be ex- 
tremely difficult at times, and especially 
so when the authority and responsibility 
for protecting health and consumer in- 
terests are vested in an agency which 
has as its primary function the pro- 
tection and promotion of agricultural 
production and marketing economy. 

| believe it is generally recognized 
that the long-term growth and strength 
of the poultry industry depends upon 
the provision of consistently clean, whole- 
some poultry and poultry products to 
the consuming public. Unfortunately, 
with immediate economic gain or loss 
at stake, some producers may be tempted 
to market sick flocks, and some proces- 
sors may wish to operate with inade- 
quate, unsanitary facilities and proce- 
dures. It must be kept in mind that 
when an agricultural product enters a 
plant for processing into food for hu- 
man consumption, agricultural interests 
should become secondary and_ health 
and consumer interests should take first 
priority. 

This does not mean that the agricul- 
tural economy is not important. Nu- 
merous subsidy and indemnity programs 
are supported from general tax funds 
to prevent undue loss and hardship to 
agricultural interests. The tuberculosis 
and brucellosis eradication programs are 
examples of indemnity programs. On 
the other hand, the fact that a farmer 
loses money when his hogs die of 
cholera is not considered justification 
for permitting slaughter of the sick 
hogs and their sale for human con- 
sumption, even though there is no in- 
demnity provided. 

Economic problems of poultry pro- 
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ducers and processors must receive in- 
telligent and sympathetic consideration, 
but aside from and not to the detri- 
ment of the interests of the consuming 
public. It may be well to reemphasize 
that not only may human health and 
human sensibilities be offended by unfit 
foods but the consumer, also, has an 
economic interest. Certainly, he should 
not be expected to spend his money 
for unfit food just to prevent loss or 
add profit for the food producer or 


processor. 


Research and Field Investigations 


In the interest of more effective poul- 
try hygiene services, it is suggested that 
state and local agencies carry out more 
research and investigations on sanitation 
and epidemiological problems which 
come to their attention. In some in- 
stances it may be feasible to work on 
such problems cooperatively with col- 
leges and universities in the respective 
states. The Public Health Service en- 
courages applications for research grants 
to help finance health research projects 
from official state and local agencies 
as well as from educational institutions. 
| would also urge that the findings of 
such research and field studies be pub- 
lished so as to provide guidance to other 
jurisdictions faced with similar prob- 
lems. Along this same line, substantial 
benefits might be derived through keep- 
ing more closely informed on research 
projects in the various schools, and 
encouraging the publication and general 
distribution of pertinent theses, espe- 
cially those prepared by graduate stu- 
dents. 

Investigations by official health agen- 
cies can be quite beneficial, because 
they are usually directed toward solu- 
tion of particular health or consumer 
problems, and they are frequently of a 
scope or type which might not be 
carried out otherwise. For example. 
there is a real need for sanitary per- 
formance standards for various poultry 
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processing operations, which can be en- 
forced on the spot in a fair and con- 
sistent manner.® Such standards would 
enable inspectors or other official repre- 
sentatives to inform management spe- 
cifically as to criteria to be met. They 
would form a fair, uniform, and appli- 
cable yardstick for a requirement that 
processing operations be conducted at 
such speeds and in such manner as to 
reduce the contamination of a product 
during evisceration and subsequent 
handling to that caused by true acci- 
dents. Such standards would be in 
extreme contrasts to haphazard condi- 
tions under which wide variations of 
performance may be defended by plant 
management with a variety of excuses 
or arguments as to “practicability.” 

In a brief, informal study carried 
out in one plant located in a neighbor- 
ing state,* the cutting of intestines when 
opening the body cavities of carcasses 
for evisceration was reduced from an 
incidence rate of 25 per cent to less 
than 3 per cent. It is significant that 
the most decisive part of this study was 
carried out by one of the plant man- 
agers, after his interest became aroused, 
and that he effected the corrective meas- 
ures with no reduction in the speed of 
the processing line. More extensive 
studies of a formal type should be 
made on key processing operations in 
a number of plants under varying con- 
ditions. Thus, reasonable and effective 
standards might be determined. This 
is a type of investigation which is par- 
ticularly suitable for conduct by ex- 
perienced food sanitation personnel of 
official agencies, and which c. result 
in readily measurable, w im- 
provement in sanitary protection of the 
product. 


Important Items 


There are many items of importance 
in effective poultry hygiene programs. 
To discuss all of them would be far 
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beyond the scope of this paper. Never- 
theless, for reference purposes, it may 
be useful to list some of them in out- 
line form: 


A. Sanitation Items Common to Many 
Food Hygiene Programs 


1. Approval of plans and specifications for 

processing establishments. 

Construction and layout of establishment. 

Lighting and ventilation. 

Water supply. 

Plumbing, toilets, and lavatories. 

Disposal of liquid and solid wastes. 

Equipment and_ utensils—design, con- 

struction, fabrication, and location. 

8. Protection against insects and rodents. 

9. Cleaning facilities, operations, and sched- 
ules. 

10. Packaging 
and storage. 

1l. Prohibitions against misbranding and mis- 
representation. 

12. Temperatures for perishable foods. 

13. Protection of product against contamina- 
tion, adulteration, and spoilage. 

14. Health and cleanliness of personnel. 

15. Enforcement actions—notices, hearings, 
orders, prosecutions. 

16. Epidemiological investigations. 


materials—types, handling, 


B. Items Particularly Important in Poul- 
try Hygiene Programs 


1. Inspection-for-wholesomeness services in 

processing plants. 

a. Ante-mortem and post-mortem inspec- 
tion. 

(1) Prevent slaughter of birds show- 
ing signs of illness. (Minimize ex- 
posure of processing employees and 
edible product to diseased poultry.) 

(2) Prevent diseased or otherwise unfit 
poultry from entering commercial 
channels, 

b. Inspection of processing of products, 
i.e., poultry pies, patties, soups, dinners, 
stuffed and breaded poultry—standards, 
ingredients, additives, preservatives. 

c. Reinspection whenever necessary. 

d. On-the-spot condemnation of unfit poul- 
try and products, and supervised dispo- 
sition of condemned material. 

e. Continuous supervision of sanitation. 

f. Advance approval of labels. 

g. Cooperation with livestock disease 
control agencies. 

h. Laboratory services—pathology, as well 

as microbiology and chemistry. 
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2. Sanitation items. 


a. Protection of 


edible product against 


dust and filth from feathers, feet, heads, 
and respiratory and intestinal tracts of 
poultry in processing plants. 


(1) 


(2) 


(5) 


(6 


x 


(12) 


(13) 


(14) 
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Physical separation of live poultry 
areas, slaughtering and defeather- 
ing rooms, eviscerating rooms, and 
rooms for cooking or further 
processing of products. 

Birds dead before entry into scald 
water; fresh water added con- 
tinuously. 

Positive control of ventilation in 
processing plants. 

No incision and “washing out” of 
crops during the poultry dressing 
operation. 

No common-bath washing or chill- 
ing of uneviscerated 
washing of each dressed carcass 
separately, in a spray or under a 
flow of clean water. 

No holding, chilling, or shipment 
of “New York dressed” carcasses. 
Evisceration promptly after dress- 
ing (“warm evisceration”)—each 
carcass and its viscera maintained 
as a separate unit, by suspension 
or otherwise. No dressing or 
evisceration of poultry in retail 
markets, or in commercial or in- 
stitutional kitchens. 

No tearing of in- 
testines when opening body cavity 
and removing fecal 
contamination of edible parts. 
Immediate, sanitary removal of 
giblets and wash in spray or 
under flow of clean water. 
Complete, sanitary removal of 
lungs, windpipe. and crop. 
Excision of head so as to remove 
stick-wound and adjacent con- 
taminated tissues. 

Thorough check to see that all 
inedible organs and parts are re- 
final wash of 
eviscerated carcasses. 

Effective wash of each eviscerated 
carcass separately, in spray or 
under flow of clean water. 

Hand and utensil rinsing sprays 
or faucets within convenient reach 
of all eviscerating employees. 


carcasses— 


incision or 


viscera—no 


moved before 


Conveniently located lavatories, 
operated other than by hand. 
Thorough washing of hands with 
soap and water by inspectors and 
employees after contact with 
diseased viscera or fecal matter 
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—mere “rinsing” not sufficient. 


(15) Proper removal and disposition 


of wastes. 


b. Prevention of growth of microorgan- 
isms on equipment surfaces. 


(1) Where 


(3 


possible in dressing and 
eviscerating operations, prevent 
contact of carcasses with equip- 


ment surfaces, and provide con- 
tinuous water flush of surfaces 
which birds must touch. 

Utensils and equipment surfaces 


used in cutting up and packing of 
raw poultry water-flushed after 
each separate usage or at very 
frequent intervals. 

In retail establishments, as well as 
in processing plants, raw poultry 
cut up or prepared only on im- 
pervious surfaces, easily cleaned, 
and kept clean—no cross-contam- 
ination to other foods, or to cooked 
or further processed poultry. 


Minimize personal contact with products 
subsequent to evisceration. 


(1) Mechanized 


(2 


grading, weighing, 
transfer to and from chill tanks 
and cooking pots, boning, breading, 
adding of ingredients, etc., wher- 
ever possible. 

Strict personal sanitation, frequent 
hand washing when manual han- 
dling necessary—chlorine solutions 
for hand sanitizing. 


Refrigeration. 


(1) Adequate facilities; if 


(2 


(3 


(4 


(5 


ice used, 
of potable quality and_ sufficient 
quantity. 

Prompt, efficient chilling to re- 
move animal heat from eviscerated 
carcasses, reduce internal tempera- 
ture of all perishable products to 
40° F or below. 

Maintenance of chilled products 
below 40° F—best to maintain as 
close to 32° F as possible. 

Quick freezing of frozen products: 
no defrosting prior to delivery to 
retail customer, except in process- 
ing plant for further processing, 
making a substantial change in na- 
ture of product, or immediately 
prior to being cooked in a retail 
establishment for retail sale or 
service in such an establishment. 
Prompt chilling in shallow trays 
(with separation if whole carcasses) 
of products cooked and then held 
for later service, and of leftovers. 
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(3) 
(4) 
= 
| 
(7) 
(9) | 
(10) 
(il) | 
| 
| | 


No holding of such foods at 
temperatures in the range of 40° F 
to 140° F for more than an ac- 
cumulative total of four hours. 


e. Cooking in commercial or institutional 
kitchens. 

(1) Thorough cooking, immediately 
before service if possible—no _in- 
terruption of initial cooking 
process for later completion. 

(2) Heating of precooked frozen items 
in recommended manner and for 
sufficient period (crusts of pies 
slow-browning type). 

(3) Internal temperature of roasts and 
stuffings reach at least 165° F be- 
fore removal from oven. 

(4) Pressure cooker used, instead of 
“stewing” and “boiling” of fowl 
and turkeys (destroy Clostridium 
welchii)—storage in 
cooker if not to be served promptly.” 

(5) Thorough reheating of leftovers. 


unopened 


Cooperation of Official Agencies 


It will be obvious to those familiar 
with the poultry industry that much 
remains to be done before uniformly 
sanitary conditions and practices be- 
come a reality. Comprehensive effec- 
tiveness of poultry hygiene programs 
will be realized only if all official agen- 
cies concerned cooperate toward this 
goal. Federal, state, and local agen- 
cies all have responsibilities and roles 
to play. 

Under the Poultry Products Inspec- 
tion Act of August 28, 1957, the United 
States Department of Agriculture pro- 
vides inspection-for-wholesomeness serv- 
ices and sanitation supervision in the 
approximately 30 per cent of poultry 
processing plants in the United States 
which engage in interstate commerce. 
These plants process an estimated 70 per 
cent of all commercially slaughtered 
poultry. In addition, USDA conducts 
and supports research on poultry diseases 
and on poultry inspection problems, 
and carries out livestock disease control 
programs. 

With the exception of a few local 
contracts, poultry and poultry products 
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procured by the Armed Forces in this 
country are inspected for wholesomeness 
by the U. S. Department of Agriculture. 
However, the Department .of Defense 
sets specifications on processing, quality, 
packaging, storage, and transportation, 
carries out point-of-delivery inspection, 
and maintains supervision of sanitation 
and wholesomeness factors to the point 
of consumption. 

The Food and Drug Administration, 
Department of Health, Education, and 
Welfare, checks on food products in 
interstate commerce for contamination, 
decomposition, other forms of adultera- 
tion, and misbranding or other mis- 
representation. Related activities include 
research and field investigations. labora- 
tory services, and training and _ infor- 
mational programs. The Food and Drug 
Administration’s responsibilities with re- 
spect to poultry and poultry products 
in interstate commerce continue to the 
extent that they are not superseded 
by the Poultry Products Inspection Act. 

This may sound as if all the poultry 
hygiene problems will be pretty well 
taken care of by the federal government. 
But let us consider the problems and 
responsibilities remaining with state and 
local agencies: 

a. Full responsibility with respect to ap- 
proximately 70 per cent of all poultry 
plants, processing about 25-30 per cent of 
the total product. which do not engage in 
interstate commerce (some of these may 
eventually come under USDA _ inspection 
through designation of major consuming 
areas). Share responsibility and cooperate 
with USDA in other plants, particularly 
with respect to water supplies and waste 
disposal, and applicable state and local 
zoning, building, and plumbing codes. 

b. Protection against adulteration, contamina- 
tion, and misrepresentation of the 50 per 
cent of total product which moves only in 
intrastate commerce, after shipment from 
processing plants: cooperation with FDA 
on the other 50 per cent. Major responsi- 
bility for products during local distribu- 
tion and retail sales and service. 

c. Epidemiological investigations and report- 
ing, and application of remedial and pre- 
ventive measures; research and field in- 
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vestigations; laboratory services; livestock 

disease control activities. 

It is apparent from the foregoing that 
there is a close relationship between the 
activities and responsibilities of USDA 
and FDA on the one hand, and those 
of state and local health, food and drug, 
and agricultural agencies on the other. 
It is also apparent that a significant 
share of the total responsibility is faced 
by the state and local agencies. Within 
available resources, as you know, the 
Public Health Service provides technical 
assistance to these agencies through the 
development of program guides and 
training aids; the provision of special 
laboratory diagnostic services in- 
service training; and cooperation on 
demon- 
research, field 


epidemiological investigations, 


stration projects, 
studies. 

In the interests of efficiency, continu- 
ing liaison must be maintained between 
all of these federal, state, and local 
Where poultry disease con- 
trol problems are involved, agricultural 
agencies must take the lead. Where 
human health and consumer interests 
are involved, health agencies must pro- 
vide leadership'’ and render all necessary 
advice, support, and encouragement to 
those agricultural agencies which have 
heen granted authority and_responsi- 
bility in this field. 

A high degree of uniformity in atti- 
tude and approach by official agencies 
will be essential to fair and consistent 
application of official requirements. Sup- 
port and cooperation from industry is 
most likely to be forthcoming when 
requirements are comparable for all, 
and when official agencies present a 
united approach to significant items of 
health and consumer interest. 


agencies, 
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Summary 


In summary, official poultry hygiene 
programs will be most effective when 
they are coordinated into a uniform, 
comprehensive approach to the health 
and consumer problems associated with 
the broad scope of poultry production, 
processing, storage, transport, sale, and 
service. Superficial appearances can be 
deceiving. Careful attention to detail 
by persons well trained and experienced 
in food sanitation principles will be 
required to prevent those conditions 
and practices which result in routine 
mass contamination of a product, and 
largely nullify the benefits which other- 
wise might be derived from official safe- 
guards. State and local agencies face 
a major share of the task, and health 
agencies should exert leadership to as- 
sure that health and consumer interests 
receive paramount consideration from 
the point where poultry is delivered to 
plants for processing to the point of 
retail sale. 
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In 1958, a study was undertaken in Paducah, Ky., to see whether a mass 


information campaign would significantly affect knowledge and 


attitudes about a health problem. 


The methods used, the 


results obtained, and the questions that remain for future 


exploration are discussed in this report. 


THE PADUCAH HEALTH EDUCATION SURVEY, 1958 


Sheldon S. Steinberg, Ed.D., and Eugene D. Fitzpatrick, Ed.D. 


His study was conducted in four 
| pots steps. First, by testing a 
sample of the population in a selected 
city to determine the level of knowl- 
edge about a specific health problem. 
Second, by conducting a three-day satu- 
ration campaign of information over 
mass communication media (radio, tele- 
vision, newspaper) concerning the spe- 
cific health problem. Third, by re-test- 
ing the original sample, and testing a 
control group to determine whether or 
not there was a significant increase in 
knowledge levels about the health prob- 
lem. At the same time there would be 
an attempt, if possible, to determine 
whether or not any one of the com- 
munication media was more effective 
than the others in disseminating in- 
formation. Fourth, post-testing the 
original experimental sample and_ the 
control group to determine the retention 
of knowledge after a six-month period. 


Conditions of the Study 


The first condition related to the 
choice of a community in which to con- 
duct the study. It had to be large 
enough to get a good sample upon 
which to base any conclusions arising 
from the study and small enough to en- 
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able the sampling to be conducted 
within the prescribed budget. The com- 
munity had to have radio, television, 
and daily newspaper facilities to par- 
ticipate in the media campaign. The 
authorities in charge of the partici- 
pating media of communication had to 
agree to cooperate in the educational 
campaign in the chosen community. In 
addition, the community had to be far 
enough removed from any major metro- 
politan area to minimize to the greatest 
possible extent interference from media 
outside of the community being sur- 
veyed. The community selected was 
not ideal in every respect, but it did 
conform in high degree to the essential 
requirements just enumerated. 

Arthritis and rheumatism were chosen 
because the disease complex covered by 
these common terms is a major health 
problem and it was felt that the public 
was not as aware of the scope of this 
disease complex as they would be of 
others such as cancer and heart disease. 

In order to insure the dissemination 
of scientifically accurate information 
concerning this health problem, the 
Arthritis and Rheumatism Foundation 
was asked to supply the factual data to 
be used in the informational aspects of 
the study. The McCracken County 
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Medical Society approved the study and 
the Arthritis and Rheumatism Founda- 
tion supplied most of the data for the 
communication media’s use in the mass 
education campaign. 

The final condition related to the ease 
of access to the community being 
studied for the research team. 

Paducah, Ky., was chosen by the re- 
search team as the community best 
fitting all the conditions previously dis- 
cussed. 


Sampling Procedure 


The 1950 census of Paducah showed 
a population of 32,762. The 1954 esti- 
mated population was 47,300. This 
four-year population boom was due to 
federal contracts in the area for the 
Atomic Energy Commission. The Padu- 
cah city commissioner estimated the 
1958 population for Paducah, Ky. at 
17.000. 

An original sample of 600 names was 
chosen randomly from a sample of house- 
hold addresses taken from the “Paducah 
City Directory.”"* The questionnaire 
used in the study was pre-tested in 
Carbondale, Ill, on April 2, 1958. At 
that time five interviewers conducted 50 
interviews. The results were discussed 
and the questionnaire refined. 

On April 21, 1958, 30 students from 
Paducah Junior College were briefed on 
the interviewing procedures to follow 
and were assigned to one of five field 
supervisors. These field supervisors were 
all seniors or graduate students in 
health education in Southern Illinois 
University. An aerial sample of Paducah 
was used to plot interviewing routes. 
The interviewers were briefed on _pos- 
sible difficulties arising from the vari- 
ous questions on the questionnaire. 

On April 23, 1958, at one o'clock in 
the afternoon, the interviewing teams 

*Caron’s Paducah (McCracken County, 


Ky.) City Directory, 1957. St. Louis, Mo.: 
Caron Directory Co., 1957, pp. 582-727. 
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met their field supervisors in their al- 
located areas and began interviewing. 
The total number of interviews success- 
fully completed on the Pre-Test Phase 
of the study was 300. 

An intensive informational campaign 
took place on April 24, 25, and 26, 1958, 
and on the following Monday, April 28, 
1958; the interviewing teams again 
went out and sampled 241 of the 300 
Pre-Test Phase Interviewees and 176 
additional people who comprised the 
Control Group. 

Interviewing took place between 1:00 
and 6:00 p.m. and an additional time 
slot from 7:00 to 9:00 p.m. was in- 
cluded to help insure a better propor- 
tion of males in the entire sample. 
There were 141 males and 276 females 
in the total number of 417 interviews 
conducted upon which the conclusions 
of this study are based. This total in- 
cludes the 241 paired Pre- and Post-Test 
interviews and the 176 Control Group 
interviews. 


The Media Campaign 


Representatives of the Paducah “Sun- 
Democrat,” Radio Stations WKYB and 
WPAD, and Television Station WPSD- 
TV were contacted and meetings set up 
at the beginning of April to plan the 
educational program relating to arth- 
ritis and rheumatism. 

Mr. Jerry Walsh, regional director 
of Indiana, Kentucky, and Ohio for the 
National Arthritis and Rheumatism 
Foundation, helped in setting up media 
campaigns. The Arthritis and Rheu- 
matism Foundation supplied slides for 
use on television, a film that was shown 
during a special telecast, and some 
feature articles for the Paducah “Sun- 
Democrat.” Additional materials were 
supplied by Dr. Sheldon S. Steinberg. 
These consisted of spot announcements 
of 20, 30, and 60 seconds in length 
for radio and television, a news story 
for the newspaper, and a two-part fea- 
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ture article dealing with quackery in 
the area of arthritis and rheumatism. 
All information of a factual nature used 
in the spot announcements and the news- 
paper arthritis and 
rheumatism was based on official pub- 
lications of the Arthritis and Rheuma- 
tism Foundation, the Illinois Department 
of Public Health, the U. S. Public 
Health Service, and “Time Magazine” 
and “Consumer Reports.” 

No attempt was made to dictate to 
the participating media the amount of 
material they should use or the times 
to use the information to be dissemi- 
nated. The fullest cooperation possible 
was requested and pledges of complete 


story concerning 


support were received from all the 
media. The goal was a saturated in- 
formational campaign and it is the 


opinion of those cenducting the survey 
that this was achieved to a considerable 
degree. 

The Paducah Sun-Democrat—The 
“Sun-Democrat” publishes every day of 
the week and has a week-end edition 
that covers Saturday and Sunday. 

The Thursday, April 24th, issue con- 
asined a three-column cut of Mr. Walsh 
and Dr. Steinberg with the map of 
Paducah on which the plotting pins for 
the survey were shown. This cut, 18 
column inches, appeared directly under 
the masthead in the center of the page. 
Directly beneath the cut was a_two- 
column article of 18 column inches ex- 
plaining the purpose of the survey that 
had been conducted the previous day. 
Directly below that was a five-column 
feature story of 32 column inches about 
quackery in arthritis and rheumatism 
which was continued for another 24 
column inches on the inside of the 
paper. Another article (25 column 
inches long) discussed the scope of the 
problem of arthritis and rheumatism 
and was carried inside the paper. 

The Friday, April 25th, issue con- 
tained a front page article, 17 column 
inches, which was continued inside the 
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paper plus the second part of the story 
on quackery which ran a total of 43 
column inches. 

The Saturday-Sunday edition of the 
“Sun-Democrat” carried a story discuss- 
ing the latest research about the prob- 
lem of arthritis and rheumatism. This 
story was in a two-column, eight-inch 
layout. 

The total number of column inches 
devoted to the survey, both the three- 
day informational campaign and stories 
prior to and after the campaign, was 
243 column inches. The purchase cost 
for an equal amount of space in the 
Paducah Sun-Democrat would have been 
$328.05 (Table 1). 

Radio Station WKYB, Paducah, Ken- 
tucky—-WKYB carried free announce- 
ments for four days, from Thursday, 
April 24, 1958, to Sunday, April 27, 
1958. A total of 81 spot announcements 
were broadcast over the four-day period. 
Twenty-eight spots were broadcast on 
Thursday between 5:33 a.m. and 10:57 
p.m. Eleven spots were broadcast on 
Friday between 5:48 a.m. and 6:47 p.m. 
Twenty-seven spots were broadcast on 
Saturday between 5:32 a.m. and 11:18 
p.m. Fifteen spots were broadcast on 
Sunday between 6:55 a.m. and 11:04 
p-m. The cost for an equal amount of 
radio time is estimated at $336.54 (see 
Table 1). 

Radio Station WPAD, Paducah, Ky. 
—WPAD carried free spot announce- 
ments for three days, from Thursday, 
April 24, 1958, to Saturday, April 26, 
1958. A total of 30 spot announcements 
were broadcast for the three-day period. 
Ten spots were broadcast on Thursday 
between 6:30 a.m. and 7:30 p.m. Ten 
spots were broadcast on Friday between 
6:15 a.m. and 7:05 p.m. Ten spots 
were broadcast on Saturday between 
6:05 a.m. and 6:55 p.m. 

In addition to the spot announcements, 
Mr. Jerry Walsh, regional director for 
Kentucky, Indiana, and Ohio for the 
Arthritis and Rheumatism Foundation, 
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and Dr. Sheldon S. Steinberg, assistant 
professor of health education, Southern 
Illinois University, were interviewed on 
a morning program with a distinctly 
female audience. The program, “Let's 
Talk It Over,” is conducted by Mrs. 
D. J. Henderson. The interview portion 
of the half-hour program was 15 min- 
utes. The cost of an equal amount of 
radio time is estimated at $336.95 
(Table 1). 

Television Station WPSD-TV, Pa- 
ducah, Ky.—WPSD.-TV carried five spot 
announcements with accompanying 
slides for three days. Four were carried 
on Thursday, four were carried on Fri- 
day, and one was carried on Saturday. 
In addition to the spot announcement on 
Saturday, half-hour program was 
telecast dealing with arthritis and rheu- 
matism. 

During this half hour program, which 
directly preceded the “Baseball Game of 
the Week,” a 15 minute film produced 
by the Arthritis and Rheumatism Foun- 
dation was shown and Dr. Steinberg was 
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interviewed about the scope of this na- 
tional health problem and some of the 
quack preparations currently being sold 
through the mails and across drug coun- 
ters. The cost for the total amount 
of time utilized by the television station 
for the spots and interview would have 
been $820 (Table 1). 

The total cost of the media campaign 
for all media has been estimated at 


$1.821.54 (Table 1). 


The Questionnaire 


There were three main parts to the 
questionnaire. The first part consisted 
of 15 questions pertaining to the scope, 
symptoms, and recognized treatment for 
arthritis and rheumatism. The second 
part contained 12 questions concerning 
the various media of communication and 
viewing and listening habits. Three 
additional questions about media habits 
were asked on the post-test phase of 
the study. The third phase of the ques- 
tionnaire was concerned with educa- 


Table 1—Public Service Time Granted by Newspapers, Radio, and Television for 


Health Education Study in Paducah, Ky. 


WKYB 


18 spot announcements @ 60 seconds 

33 spot announcements @ 30 seconds 

30 spot announcements @ 20 seconds Estimated Value $336.54* 
WPAD 15 spot announcements @ 60 seconds 

15 spot announcements @ 30 seconds 

36 newscasts spot announcements @ 30 seconds 

One 15 minute interview Estimated Value 336.957 
WPSD-TV Class A, 3 spot announcements 

Class B, 5 spot announcements 

Class C, 1 spot announcement 

Class A, 4 hour interview show Estimated Value 820.00T 
Paducah Sun-Democrat 

2.187 lines (243 inches) @ 15 cents per line Value 328.05** 


Total estimated value $1,821.54 


*+ Estimated value based on rates listed in 1957-1958 Broadcasting-Telecasting Radio Yearbook. Broadcasting- 


Telecasting Bldg., 1735 DeSales St., N.W., Washington 6, D. ( 


t Estimated value based on rates listed in 1957-1958 Broadcasting-Telecasting Yearbook-Marketbook, p. 124. 
Mr. Sol Taishoff, Editor and Publisher. Broadcasting-Telecasting Bldg., 1735 DeSales St., N.W., Washington 6, D. C. 

** Space value based on rates listed on page 74 in 1958 edition of Editor & Publisher International Yearbook 
No. 9, Vol. 91 (Feb. 28). The Editor and Publisher Co., Inc., 1475 Broadway, New York 36, N. Y 
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Table 2—Percentage Comparison of Correct Responses of Selected Ques- 
tions Between the Pre-Test and the Control Groups 


Pre-Test 
Per cent 
Question Correct 
Number Responses 
l 78.8 
2 39.0 
2 0.4 
0.4 
5 6.6 
6 6.6 
8 47.7 
9 78.8 
75.5 
13-5 17.8 
13-10 25.3 
14-3 4.9 
145 0.4 
14-8 2.5 
14-14 0.4 


* Sign’ficant increase. 


tional levels, age, race, sex, and income 
of the interviewees. 

The questionnaire was designed to 
measure knowledge and attitude levels 
about arthritis and rheumatism and if 
possible to determine the one medium 
that had the greatest influence in rais- 
ing levels of knowledge about the spe- 
cific health problem surveyed. 


Educational Levels of the Sample 


There were four educational achieve- 
ment levels sampled. The first, the 
elementary level, included all those hav- 
ing an elementary education up to 
and including grade eight. There were 
163 people with an elementary educa- 
tion in the sample. This was 39.7 per 
cent of the total sample of 411 that 
responded to this question. The second, 
the high school level, included all those 
having a high school education up to 
and including grade 12. There were 
201 people who indicated this level of 
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Control Per cent 
Per cent Gain 
Correct Correct 


Responses Responses 


80.1 1.3 
51.0 12.0* 
17 1.3 
1.7 13 
9.5 2.9 
8.5 19 
53.3 5.6* 
80.7 1.9 

76.6 

39.2 21.4* 
42.1 16.8* 
9.1 4,2 
17 13 
10.8 8.3* 
1.7 1.3 


education. This was 48.9 per cent of 
the total sample of 411 that responded to 
this question. The third category of 
education sampled was the college 
level. This included any college work 
up to and including graduation with 
a degree. Forty-four people indicated 
some degree of college study for a 
percentage of 10.7 of the total sample 
of 411. The last category, postcollege, 
included any college work after gradua- 
tion with an initial degree. Three peo- 
ple indicated this level of achievement 
for 0.7 per cent of the total sample of 

Comparison of Knowledge Based on 
Education—There is no significant dif- 
ference between elementary, secondary, 
and college people with respect to knowl- 
edge on the Pre-Test sample. On the 
Post-Test, of the same group, there is 
a significant increase at the 1 per cent 
level between elementary and college 
groups. Within the Control Group there 
is no significant difference between ele- 
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mentary and secondary groups. There 
is a significant difference between ele- 
mentary and college groups. There is 
a difference of doubtful significance be- 
tween secondary and college groups, 
that is, significant at the 5 per cent 
level but not at the 1 per cent level. 
Thus we can conclude that the college 
people in the Post-Test and Control 
Groups tend to score significantly higher 
than elementary people (Table 4). 
The Mean Gain Scores by Educational 
Levels—Upon comparing the mean gain 
score between educational levels from 
Pre-Test to the Post-Test Groups we 
find that the difference in gain between 
elementary and secondary is significant 
at the 1 per cent level. The difference 
in gain between elementary and college 
is also significant at the 1 per cent 
level. However, the difference in gain 


= 
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between secondary and college is not 
significant. From these tests, we may 
conclude that the mean gain of second- 
ary and college respondents was signifi- 
cantly larger than the mean gain of 
the elementary people. 


Knowledge and Attitudes About 
Arthritis and Rheumatism 


The results of the media campaign 
indicate generally that there is no sig- 
nificant difference between the Pre-Test 
Group and the Control Group in levels 
of knowledge about arthritis and rheu- 
matism. The results also indicate that 
both of these groups represent the same 
population. These groups also repre- 
sent the entire sample used in_ this 
study. Therefore, we many conclude 
that inferences drawn about levels of 


Table 3—Comparison of Significant Differences Among Pre-Test, Post- 
Test, and Control Groups with Regard to Total Scores 


Mean 


S®Mean 


Group Standard Deviation 
Pre-Test 7.98 2.14 0.137 
Post-Test 9.35 2.61 0.168 
Control 8.07 2.07 0.156 


SEp(Pre-Control) 0.21 


SE, (Post-Control 0.23 


Pre-Test vs. Post-Test 


My1.37 SEp1.96 SEypl.26 
1.37 

I — 10.88 Significant 
0.126 
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"Post (vs) Control 9.31 


"Pre (vs) Control 8.07—7.98 


0.21 
0.09 


0.21 
0.43 Not 
significant 


8.07 

0.23 

1.24 
0.23 
5.38 
Significant 
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Table 4—Mean Scores on Pre- and Post-Tests by Educational Level and Media 


Combinations 

Media Elementary Secondary College Post-College 
Combinations No. Pre Post No. Pre Post No. Pre Post No. Pre Post Total 
Newspaper 34 «68.03 894 71 8.28 10.05 21 886 11.05 1 10.00 13.00 127 
Radio 
Television 
Newspaper 4 9.25 10.00 11 700 946 0 O 0 0 O 0 15 
Television 
Radio 23 «7.21 «4835 21 7.70 8.71 2 450 600 0 0 46 
Television 
Radio 46438 MS 1 11.00 14.00 1 800 900 21 
Newspaper 
Television 6 3 68 76 8 8 0 0 0 
Newspaper 1 12.00 1000 0 0 0 0 0 0 0 0 0 1 
Radio 12 7.83 7.75 6 866 900 2 7.50 850 0 0O 0 20 
None 1 9.00 10.00 0 0 0 0 0 0 0 O 0 1 
No Response 1 O 0 0 0 0 0 O 0 0 O 0 1 

N 97 116 26 2 241 


knowledge concerning arthritis and rheu- 
matism prior to the informational cam- 
paign were generally the same for the 
entire combined sample of the Pre-Test 
and Control Groups. 

Knowledge About Arthritis and Rheu- 
matism—There were 417 people in the 
Pre-Test and Control Groups. Of these 
combined groups, 183 or 43.8 per cent 
indicated that they knew arthritis and 
rheumatism was the disease disabling 
most Americans; 27 per cent answered 
polio when asked this question; 10 
per cent responded cerebral palsy and 
9 per cent tuberculosis. 

Sixty per cent of the two groups did 
not know how many millions of dollars 
were spent annually in medical care for 
arthritis and rheumatism. Thirty-five 
per cent guessed that up to $5 million 
was spent each year on these two dis- 
eases. One person knew that between 
nine and twelve million 
America have arthritis and rheumatism. 
More than half the Pre-Test and Con- 


people in 
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trol Groups did not know the number 
of people in America with these diseases. 

No one knew the names of the two 
most common forms of arthritis (osteo- 
arthritis and rheumatoid arthritis) in 
the Pre-Test and Control Groups. Only 
7 per cent knew rheumatoid arthritis 
and one person in the Control Group 
knew the term osteoarthritis; 91 per 
cent did not know either term. 

The only symptom listed for arthritis 
and rheumatism by more than half of 
the combined groups, 232 out of 416 or 
55.6 per cent, was muscle aches and 
pains. Other symptoms such as swelling 
of the joints, bony growths, creaking 
joints, and stiff fingers were indicated 
by 29.2, 21.1, 14.1, and 32.2 per cent, 
respectively. stiff neck was con- 
sidered as a possible sign by 109 people, 
or 26.0 per cent of the two groups. This 
latter symptom is not generally con- 
sidered as a symptom of arthritis and 
rheumatism (Table 5). 

Many other symptoms were indicated 
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that have no relation to arthritis and 
rheumatism. Twenty-eight people listed 
varicose veins, 11 people dry skin, and 
nine stuffed nose as possible symptoms 
of the diseases (Table 5). 

Heat was the major good method of 
treatment indicated in response to ques- 
tion 14 on the questionnaire. Heat 
was indicated by 193 people in the two 
groups, or 46.2 per cent of the Pre-Test 
and Control Groups (Table 6). 

Aspirin was listed by 111, or 29.0 
per cent, of the two groups. Hormones 
and steroids were listed by 34 people, 
or 8.1 per cent, of the sample. Eight 
people listed psychiatric help (Table 6). 

There were 193 correct responses to 
the question which asked if more men 
than women got arthritis and rheuma- 
tism, more women than men got arth- 
ritis and rheumatism, or the same num- 
ber of men and women got arthritis 
and rheumatism. The correct choice, 
more women than men got arthritis 
and rheumatism, was indicated by 46.2 
per cent of the two groups. 

Attitudes About Arthritis and Rheu- 
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matism—In response to the question, 
“Do you think someone with arthritis 
and rheumatism should see a doctor?,” 
371 people responded “yes.” This is 
a percentage of 88.9 of the two groups 
sampled. In response to the question, 
“Are there any effective treatments for 
arthritis and rheumatism?,” 204 people, 
or 48.8 per cent, said “yes.” 

In response to the question, “Do you 
think the medicines advertised in the 
newspapers, on TV, and on the radio 
specifically for the relief of arthritis 
and rheumatism are any good?,” 209 
people, or 50.1 per cent indicated “no.” 
However, 89 people, or 21.2 per cent, 
said that “it depends” by stating that 
“the medicines advertised are not truth- 
ful, but they make people see a doctor,” 
“they are exaggerated,” “they give 
momentary relief,” and “they can be 
used with a doctor’s advice.” 

Responses to the question, “Do you 
think it is OK to use these advertised 
medicines without checking with a doc- 
tor?.” also indicated that people do not 
trust commercials. “No,” in answer to 


Table 5 


Experimental Group 


Control Group 


Symptom Pre-Test 
1. Varicose veins 21 
2. Muscle aches and pains 148 
3. Tiredness 7 
4. Clammy hands 2 
5. Swelling of the joints 43 
6. Bony growths 59 
7. Bleeding gums 2 
8%. Gray hair 0 
9. Creaking joints 35 
10. Stiff fingers 61 
11. Dandruff 3 
12. Stiff neck 65 
13. Dry skin 
14. Corns 0 
15. Stuffed nose 5 
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Six Six 

Post-Test Months Post-Test Months 
25 11 7 
139 114 84 71 
2 44 7 30 
l 26 2 7 
64 129 69 91 
64 57 21 39 
2 3 1 | 
3 9 6 1 
32 71 24 46 
54 120 74 76 
5 6 8 0 
73 70 45 49 
9 12 6 9 
( 8 4 4 
2 10 4 5 
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Table 6—Responses to Question 14 on the Questionnaire by Pre-Test, 


Post-Test, and Control Groups 


Experimental Group 


Control Group 


Symptoms Pre-Test 
1. Iron tonic 52 
2. Tranquilizers 7 
3. Hormones 12 
4. Change of climate 85 
5. Vitamin D pills 16 
6. Heat 118 
7. Blood plasma 
8. X-ray treatment 6 
9. Antihistamines 2 
10. Psychiatric help 5 
ll. Aspirin 71 
12. Salt free diet 20 
13. Injection of gold salts 12 
14. Steroids 1 
15. Liniment 24 


this question, was indicated by 332 peo- 
ple, or 79.6 per cent of the Pre-Test 
and Control Groups. 

The responses to the question dealing 
with good methods of treatment, ques- 
tion 14, indicates incorrect attitudes 
about certain medications and therapy 
for arthritis and rheumatism. Change 
of climate was indicated as good treat- 
ment by 34.7 per cent, or 145 people, 
in the Pre-Test and Control Groups. 
Iron Tonic was considered good treat- 
ment by 73 people or 17.5 per cent of 
the two groups. Other treatments indi- 
cated by the two groups included vita- 
min D pills, salt-free diet, and tran- 
quilizers by 36, 33, and 16, people 
respectively. 


Scope of Arthritis and Rheumatism in 
the Sampled Population 


The Arthritis and Rheumatism Foun- 
dation estimates that one person in 16 
in this country has arthritis and rheu- 
matism in some form. This is a per- 
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Six Six 
Post-Test Months Post-Test Months 

55 40 21 21 
8 9 9 15 
14 15 16 15 
75 93 60 63 
13 50 20 37 
131 102 75 69 
3 8 2 3 

ll 38 19 15 
2 5 4 10 

3 ll 3 15 
90 53 40 46 
15 30 13 15 
15 20 13 18 
2 8 3 6 

0 67 28 42 


centage of about 6.3 of the country’s 
population. 

Two hundred and two of the 417 
people in the Pre-Test and Control 
Groups indicated that someone in their 
family had arthritis and rheumatism. 
This is 48.4 per cent of the two groups. 
While it is true that the age spread of 
the sample was from 16 years to 87 
years, this percentage seems quite high 
in comparison with the estimate of the 
Arthritis and Rheumatism Foundation. 

The median age interval of the sam- 
pled population is 40-49 with the median 
age being 43 years. 

The discrepancy in the figure pub- 
lished by the Arthritis and Rheumatism 
Foundation and the number of arth- 
ritics seemingly reported in the sam- 
pling may be due to two factors. First. 
the former figure primarily is based on 
known medically diagnosed cases. Peo- 
ple with some of the milder forms of 
arthritis and rheumatism may not seek 
medical help and therefore will not 
appear as a statistic in the national 
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picture. Second, it is possible that the 
people answering the questionnaire may 
not be aware of the recognized symp- 
toms of arthritis and rheumatism and 
may diagnose a condition other than 
the one they report. This conclusion 
is supported to some extent by the 
responses to question 13 in which vari- 
cose veins, stiff neck, bleeding gums, 
and stuffed nose were indicated as pos- 
sible symptoms of arthritis and rheuma- 
tism. There was a total of 618 correct 
responses to the five correct symptoms 
listed in this question but there was 
listed a total of 190 incorrect responses, 
or 21.8 per cent of all responses. 

Of the 416 people interviewed, 61 in 
the Experimental and 33 in the Control 
Group indicated that they had arthritis 
and rheumatism. This total of 94 people 
is 22.6 per cent of the entire sample. 
This figure is more realistic than the 
18.4 per cent figure previously cited 
but is still considerably higher than 
the figure used by the Arthritis and 
Rheumatism Foundation (Table 7). 


Results of the Media Campaign 


When comparing mean scores of the 
Pre-Test and Post-Test, by pairs using 
the t-test, we find that there is a signifi- 
cant difference at the 1 per cent level 
between the Pre-Test and the Post-Test 
Group means. Between the Control 
Group and the Post-Test Group means 
there is also a difference significant at 
the 1 per cent level. The difference is 
not significant between the Pre-Test 
and the Control Group means. 

However, the Control Group scored 
higher than the Pre-Test Group on 
certain items on the questionnaire. This 
would seem to indicate that the media 
campaign was effective in raising levels 
of knowledge among this group. With 
the exception of questions 7, 10, and 
12, all other question responses in the 
Control Group showed a gain over those 
in the Pre-Test Group. Some of the 
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gains were significant in individual 
questions. These gains are summarized 
in Table 2. 

The percentage difference between the 
Pre-Test Group and the Control Group 
in questions 2, 8, 13-5, 13-10, and 
14-8 was enough to indicate a definite 
trend toward a significant difference 
in knowledge as a result of the media 
campaign. 

From this comparison we may infer 
that the Pre-Test and Control Groups 
sampled were from the same population 
and hence the knowledge about arthritis 
and rheumatism generally remained the 
same despite the intervening educational 
campaign. We also may infer that the 
Post-Test Group had considerably more 
knowledge of arthritis and rheumatism, 
since the t-ratio was significant at the 
1 per cent level in both comparisons. 

The Post-Test Group responses to five 
questions tend to support this conclu- 
In questions 2, 3, 5, 6, and 10 


sion. 


Table 7—Responses to the Second Part 
of Question 15 on the Questionnaire 
by Pre-Test, Post-Test, and Control 
Groups 


15 a. Who in your family has arthritis and 
rheumatism ? 


Pre- No. in’ No. in 

Family Test Post-Test Control 
Relationship Group Group Group 
Self 61 61 33 
Husband 8 13 2 
Wife 5 7 1 
Daughter 3 1 0 
Brother 3 3 5 
Sister 1 3 5 
Son 1 23 2 
Mother or father 23 13 26 
Other 15 0 10 

No relative with 

A&R 121 117 92 
N 241 241 176 
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on the questionnaire, the Post-Test_re- 
sponses were more than the computed 
critical index of a 29 response differ- 
ence. The response difference for ques- 
tion 2 was 75. This question dealt with 
the scope of the problem. The response 
difference to question 3 was 31. This 
question also dealt with the scope of 
the problem. The response difference 
to question 5 was 31. This question 
dealt with the names of the two most 
common forms of arthritis and rheuma- 
tism. The response difference for ques- 
6 was 51. This question dealt with the 
number of people out of ten over 60 
years of age with arthritis. The response 
difference to question 10 was 33. This 
question dealt with effective treatments 
for arthritis and rheumatism. 

We may conclude that the Experi- 
‘mental Group gained significantly in 
levels of knowledge during the cam- 
paign (Table 3). This learning may 
be attributed to two causes: 

1. The fact that the people in the Experi- 
mental Group were the same population, which 
would seem to indicate that the Pre-Test 
served as a motivational or “readiness” device 
for reception of information about arthritis 
and rheumatism. 

2. The readily available and saturated in- 
formational campaign would appear to have 
accomplished the purpose of raising knowl- 
edge levels to a significant degree during the 
intervening period of time between the Pre- 
Test and Post-Test sampling. 


Effectiveness of the Media 


Generally speaking, the media cam- 
paign was effective in raising the levels 
of knowledge of the paired sample to 
The media were 
generally ineffective in increasing knowl- 
edge levels of the Control Group. 

In the first part of the questionnaire, 
dealing with the scope, symptoms, and 
recognized treatment for arthritis and 
rheumatism, the media appear to have 
raised levels of knowledge in the Experi- 
mental Group to a significant degree, 


How- 


a significant degree. 


as has been indicated previously. 
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ever, it was not possible to determine 
whether or not any one medium was 
significantly responsible for raising levels 
of knowledge more than any other 
medium. 

A number of factors were responsible 
for this. First, no attempt was made 
to dictate to the representative media 
the amount, time. or placement of dis- 
seminated information. Therefore. spe- 
cifically in the case of the two radio 
stations, it was not possible to place 
information in any predetermined pat- 
tern. Second, it is practically impossible 
to equate time on the radio or television 
medium with newspaper column inches 
and vice versa. Third, 127 of the paired 
Pre- Post-Test Group had all three media 
of communication (Table 4). This was 
52.7 per cent of the group. The next 
highest combination of media, radio, 
and television had 14.9 per cent of the 
sampled population of the paired group. 
The group with all three media scored 
highest on all educational levels in terms 
of the increase in knowledge between 
the Pre- and Post-Test sample. It would 
appear, therefore, that all three media 
in combination are most effective. 

The Post-Test and Control Groups 
were asked if they had seen or heard 
any information about arthritis and 
rheumatism the last few days prior to 
the second sampling. If the response 
to this question was “yes.” the groups 
were then asked where they remembered 
seeing or hearing this information. Of 
the 233 people in both samples respond- 
ing affirmatively to this question, 112, 


or about 48.0 per cent, remembered 


seeing information about this health 
problem in the newspaper. Sixty, or 


26.8 per cent, remembered hearing in- 
formation on the radio and 61, or 26.1 
per cent, remembered seeing and hear- 
ing information on television. 

We may conclude from the above 
that the people in the Post-Test and 
Control Groups remembered the news- 
paper as their source of information 
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about arthritis and rheumatism at al- 
most a 2-1-1 ratio compared with TV 
and radio. The ratio between the news- 
paper and the individual radio stations 
may be higher. The percentage of 26.8 
is combined for both radio stations. Of 
the 146 people indicating a choice of 
WKYB or WPAD, 82 listed WKYB and 
64 WPAD, or 56.1 and 43.9, respec- 
tively, of the combined percentage. This 
would also seem to infer that the tele- 
vision station was as effective as both 
radio stations in respect to where peo- 
ple remembered the source of informa- 
tion about arthritis and rheumatism. 


Retention of Knowledge After Six 
Months 


Of the 241 people in the paired 
Experimental Group, 158 were inter- 
viewed a third time or Wednesday, 
October 23, 1958, between the hours 
of 1:00 p.m. and 9:00 p.m. Central 
Standard Time. This is 65.9 per cent 
of the paired group. There were 103 
usable questionnaires from the original 
176 people in the Control Group. This 
is 58.5 per cent of this group. A total 
of 262 of the 417 people in the com- 
bined Experimental and Control Groups 
were sampled. This number is 62.2 per 
cent of the entire sample. 

When comparing the mean scores of 
the Experimental Group on the Post- 
Test and the Six Month Follow-Up by 
pairs using the t-test, we find that there 
is no significant difference between the 
A similar comparison 
of means for the Control Group on the 
Post-Test and the Six Months Follow-Up 
yields a difference significant at the 
1 per cent level. 


two test means. 


These comparisons show a significant 
(at the 1 per cent level) gain in knowl- 
edge of arthritis and rheumatism from 
the Post-Test to the Follow-Up for the 
Control Group and no significant differ- 
ence in knowledge about arthritis and 
rheumatism from the Post-Test to the 
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Follow-Up for the Experimental Group. 

A third comparison involving the 
mean scores of the Experimental and 
Control Groups on the Six Months Fol- 
low-Up indicates that there was no sig- 
nificant difference between the two 
groups concerning knowledge of arth- 
ritis and rheumatism (Table 8). 

It appears as if the Control Group 
gained enough knowledge about arth- 
ritis and rheumatism during the six- 
month period between tests to reach the 
same level of knowledge the Experi- 
mental Group achieved at the Post-Test 
phase. 

If, as we have seen, the media cam- 
paign was responsible for the increase 
in knowledge of the Experimental Group 
from the Pre-Test to the Post-Test, what 
was responsible for this increase in the 
Control Group when no informational 
campaign took place between the two 
test periods? 

There are two possible reasons for 
this. First, the Control Group did not 
receive a Pre-Test prior to the media 
campaign. The Experimental Group did 
and this apparently served as a “moti- 
vational” or “senitization” factor for 
this part of the sample. The Control 
Group was sampled for the first time 
during the Post-Test phase for the Ex- 
perimental Group after the media cam- 
paign. Therefore, we may assume that 
the Post-Test questioning of the Control 
Group acted in the same way as the 
Pre-Test questioning did for the Experi- 
mental Group. In other words, the 
Post-Test served as the “motivational” 
or “sensitization” factor for the Control 
Group. 

This does not, however, explain the 
increase in knowledge in the Control 
Group without an intervening media 
campaign. 

Second, what occurred apparently re- 
lates to a “reminiscence” factor. There 
was no immediate significant increase 
in knowledge on the Post-Test as far 
as the Control Group was concerned. 
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Table 8—Comparison of Significant Differences Among the Post-Test 
and Six-Month Follow-Up of the Experimental and Control Groups 


Group N 
Experimental 
Post-Test 241 
Post-Test 157 
Six Months 157 
Control 
Post-Test 176 
Post-Test 103 
Six Months 103 
Centrol 
SE, (Follow-up-Post-Test) = 0.215 
8.83-8.11 
T (FU-PT) = (1.215 
0.215 
Experimental 
SE, (Follow-up-Post-Test) = 0.195 
8.97 -9.2 
(FU-PT) 0 195 Six-Month 
Six-Month Follow-Up Scores 
SE, (Experimental-Control) = 0.29 
8.97-8.83 


T (Experimental-Control) 


This was true despite the fact that this 
group was sampled for the first time 
after the media campaign. However, 
it appears that the campaign developed 
such a high state of psychological readi- 
ness that despite the fact that no media 
campaign took place in the intervening 
six-month period, the Control Group, 
in some way, located enough informa- 
tion to the same level as the 
Experimental Group. 

A number of factors seem to support 
this assumption. One, there 
sampling bias in the groups interviewed, 
for the means of the 241 people in the 
Post-Test and 158 people in the Six 
Month Follow-Up of the Experimental 
Group showed no significant difference. 
The same was true of the Post-Test 
Group of 176 people and of the Six 
Month Follow-Up Group of 103 in the 
Control sample. Second, no organized 
informational campaign was conducted 


reach 


was no 
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Significant at the 1 per ¢ 
Post-Test to 


Not significant. Loss from 


M SD SEM 
9.35 2.61 0.168 

27 2.53 0.201 
8.97 2.30 0.183 
8.07 2.07 0.156 
8.11 1.98 0.196 
8.83 2.23 0.220 


nt level. Gain trom 


Six-Mont. Follow-up. 


Post-Test to 
Follow-Up 


Not significant. No significant difference 


between the two groups. 


in Paducah during the _ intervening 
period from the Post-Test to the final 
sampling six months later. The gain in 
knowledge by the Control Group be- 
comes even more significant in the light 
of this latter fact. The Control Group 
not only was psychologically ready to 
act but, apparently, the media campaign 
provided enough “motivation” as well 


as “readiness” for them to get infor- 


mation. 

We may conclude from the above 
that the lay public can be “sensitized” 
and “motivated” to seek information 


about a disease by personal contact of 
the questionnaire-interview method. This 
was shown by the significant increase 
in knowledge in the Post-Test over the 
Pre-Test in the Experimental Group 
and in the Six Month Follow-Up over 
the Post-Test in the Control Group. In 
addition, it would appear that the media 
campaign had no immediate significant 
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effect on the Control Group but that it 
had a definite long-range effect. This 
was shown by the fact that there was 
no significant difference between the 
the Experimental Pre-Test 
Group and the Control Group Post-Test. 

This finding assumes importance for 
national health groups concerned with 
both educational and fund-raising cam- 
paigns. If this population sample is 
indicative of other parameters and if 
the level of knowledge about a disease 
is as high some months following a 
media campaign as directly after it, it 
would appear logical to conduct fund- 
raising drives at least within the six- 
month period following such a campaign 
and possibly longer. 

In addition, since it is obvious that 
this “motivational” or “sensitization” 
factor entered into both the Experi- 
mental Pre-Test and the Control Post- 
Test, some method of insuring personal 
contact at or near a media campaign 
would appear to be indicated. In other 
words, even though the media campaign 
was effective, the personal contact be- 
the interviewer and the inter- 

reinforced this psychological 
readiness to absorb information and/or 
seek it from sources other than the type 
of media campaign conducted between 
the Pre-Test and the Post-Test. 


scores of 


tween 
viewee 


Recommendations for Further Study 


All of the questions originally posed 
in this study were not satisfactorily 
It is obvious that more re- 
search is needed into the effectiveness 
of the various media in disseminating 
public health information. The nature 
of this study and the limited budget 
tended to obviate any attempt to solve 
this problem. 


answered. 
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It would appear that the best way to 
do this would be to take a stratified 
sample of a number of communities and 
conduct an informational campaign of 
a saturated nature using the seven media 
combinations possible, one combination 
per community. The problems of a study 
of this nature would be complex and 
necessitate a large budget, but this 
appears to be the best way to measure 
the effectiveness of individual media 
and their various combinations. 

Further research also is needed into 
the apparent motivational or “readiness” 
effect of the Pre-Test sample prior to 
the educational campaign on the Post- 
Test Group and six months later on the 
Control Group. If further study indi- 
cates that this is the way to raise levels 
of knowledge about health problems, 
then our public and private health agen- 
cies may have to alter their educational 
campaigns to some degree. 

No attempt was made to conduct a 
fund-raising campaign in Paducah for 
the Arthritis and Rheumatism Founda- 
tion after the completion of the study. 
it would be interesting to see the results 
of such a campaign after the media 
saturation and the final sampling took 
place. 

The interaction of educational level 
and types of communication media 
should be more thoroughly investigated 
to determine the types of campaigns 
that would be most effective for the 
various educational levels. 

Further study is also needed into 
sources of information utilized by the 
lay public in search of answers to health 
problems or questions. 
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This is a report on chest diseases other than tuberculosis found in persons 


in a mass chest x-ray survey. Follow-up of these people was carried 


out and the authors discuss the findings as well as the value 


of mass chest x-ray surveys. 


FOLLOW-UP OF NONTUBERCULOUS PATHOLOGICAL 
CONDITIONS SUSPECTED FROM MASS X-RAY 


SURVEY, FLORIDA, 1958 


Clarence M. Sharp, M.D., F.A.P.H.A., and Florence Rowe Taylor 


a 1958, more than 200,000 per- 
sons were x-rayed by mobile units 
of the Florida State Board of Health. 
About 3,000 cases of suspected tuber- 
culosis were found in the mass survey, 
and, in addition, 1,669 persons had 
evidence of other pathological condi- 
tions. Those whose films showed ab- 
normal findings other than tuberculosis 
were routinely forwarded to the local 
health department, with the recommen- 
dation that they be referred to their 
private physicians for follow-up. A 
special study of 1,165 persons classified 
on the basis of survey films as suspects 
with nontuberculous pathology involv- 
ing cardiovascular, tumorous, and other 
abnormal chest conditions were followed 
within the year to determine their clini- 
cal diagnosis and mortality experience. 

While the primary purpose of a mass 
chest x-ray survey is to screen the adult 
population for undiagnosed tuberculosis, 
an important secondary purpose is to 
screen the group for other chest dis- 
eases, including abnormal heart con- 
ditions and neoplasms. For some time 
it has been realized that a large amount 
of nontuberculous pulmonary disease has 
heen detected as a by-product of x-ray 
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surveys primarily designed as case-find- 
ing media for detecting new and un- 
known cases of tuberculosis. There has 
also been considerable controversy over 
whether or not this case-finding pro- 
cedure has been worth while in detecting 
early nontuberculous disease so that 
remedial action could be taken in time 
to benefit the patient. With this in 
mind, a study was undertaken to find 
out the extent of follow-up, the number 
of patients seen by their physicians, the 
ultimate diagnosis, and the remedial 
action taken. We have also attempted 
to determine whether or not the condi- 
tion detected on the survey had been 
previously known. 

Interpretations of 70-mm survey films 
revealed 1,669 nontuberculous suspects, 
of which 158 were excluded from the 
study because they lived out of the 
state or for other reasons, and 346 could 
not be included because the local health 
department did not furnish the Bureau 
of Vital Statistics the information neces- 
sary for follow-up. The remaining 1.165 
suspects had evidence of possible car- 
diovascular diseases (641), neoplasms 
(282). aneurysm (78), and 164 other 
abnormal chest conditions. A final diag- 
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nosis was obtained for a follow-up study 
on 440 (37.8 per cent) of these sus- 
pects—399 from reports from physicians 
and 41 from death certificates. 


Method of Survey 


An attempt was made to contact by 
mail persons suspected of having non- 
tuberculous pathological conditions, re- 
questing each to complete a short ques- 
tionnaire. Questionnaires were sent to 
1.165 suspects, containing two items 
to be checked—(1) whether or not they 
received a letter from the local health 
unit regarding the results of the x-ray, 
and (2) whether or not they talked to 
a physician about these results. If they 
had discussed the condition with their 
private physician, a third item provided 
space for the name and address of the 
doctor. An addressed, franked envelope 
was enclosed for returning the ques- 
tionnaire. Those who did not answer 
within a reasonable time were sent the 
same questions with a letter emphasizing 
the importance of their cooperation in 
the survey. The program was initiated 
in November, 1958, and by February, 
1959, completed questionnaires had been 
returned by 71.9 per cent (838) of 
the study group. 
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When the responding suspect gave the 
name and address of a physician listed 
in the Florida Medical Directory, that 
physician was sent a questionnaire con- 
taining ten items concerning the diag- 
nosis, previous knowledge of the condi- 
tion, and the treatment instituted, if any. 
Enclosed with the questionnaire was a 
letter of explanation and a_ franked, 
addressed envelope for returning the 
form. Nonresponding physicians were 
sent a follow-up letter with a duplicate 
questionnaire when. replies were not 
received within one month. 


Response to Questionnaires 


Suspects’ responses to questionnaires 
with the percentage 
distribution within each group, are 
given in Table 1. The over-all fre- 
quency of those seeing a physician was 
52.9 per cent, ranging from 38.5 for 
nonwhite males to 59.7 for white females. 
The highest mortality ratio was experi- 
enced by white males (4.5 per cent), 
and the lowest for nonwhite females 
(2.3 per cent). Response to the ques- 
tionnaire was greater in the white popu- 
lation than in the nonwhite, and _ this 
was partly due to the fact that post 
office returns for incorrect or out-of-date 


by race and sex, 


Table 1—Response to Questionnaire Sent to Suspects of Nontuberculous Pathological 
Conditions, by Race and Sex, Florida, 1958 


White Nonwhite 
Female’ Maile. Female 
Per Per Per Per 

Response Total No. cent No. cent No cent No. cent 
Total 1165 400 100.0 308 1000 244 100.0 213 100.0 
No response 179 49 12.3 31 10.1 58 23.8 41 19.2 
Moved (cannot locate) 105 28 7.0 21 6.8 36 14.8 20 94 
Deceased 13 18 4.5 13 4.2 7 2.9 5 2.3 
Received x-ray report 738 = 264 66.0 218 70.8 122 50.0 134 62.9 
Did not receive report 100 41 10.2 25 8.1 21 8.6 13 6.1 
Saw a physician 616 216 54.0 184 59.7 94 38.5 122 57.3 
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Table 2—X-rayed Population in Counties Included in Study, by Age, 
Race, and Sex, Florida, 1958 


Race and Sex 


White White Nonwhite Nonwhite 
Age Total* Male Female Male Female Unknown 
All ages 161,160 59,560 59,970 20,650 17.300 3,080 
Under 25 22,420 6,460 7,150 4,600 3,700 510 
25-34 34,260 13,110 11,370 5,100 4,080 600 
35-44 35,200 12,590 13,760 4,330 3.910 610 
45-54 30,240 10,910 12,150 3,440 3,020 720 
55-64 20,900 8,330 8,670 1,940 1,530 430 
65+ 16,430 7,730 6,480 1,040 850 330 
Unknown 1,710 430 390 200 210 480 


* Based on a 10 per cent sample. 


addresses were more frequent in the 
nonwhite population. 

Of the 616 persons reporting that 
they had visited a physician after noti- 
fication of the x-ray results, 39 had 
visited the local health department phy- 
sician, 82 had named a physician prac- 
ticing in another state or gave a name 
and/or address which was illegible. The 
remaining 495 physicians were sent a 
questionnaire to complete, and 447 or 


groups 65 and over, while the x-rayed 
population had 10.2 per cent over 65. 
As may be expected, the distribution of 
the suspects by age showed that pa- 
thology increased with age. Table 3 pre- 
sents the age. race, and sex distribution 
of the study group, with age-specific 
rates. 

Each 1,000 x-ray films taken yielded 
seven suspected cases of nontuberculous 


pathological conditions. Rates for non- 


90.3. per cent responded. Thirty-nine — whites were double those for whites, 
of the physicians (8.7 per cent of those and the prevalence of the suspected dis- 
responding) said that the person in eases was greater among men. One- 


question had not visited him about the 
results of the x-ray. 


Results of the Survey 


The distribution of the population 
examined by 70-mm survey photofluoro- 
grams in the 31 counties included in 
the study, by age, race, and sex, is given 
in Table 2. 

In comparing the age distribution 
above with that of the general popula- 
tion, there was little variation percent- 
age-wise between the age groups up to 
the age of 65. The population of the 
counties participating in this study was 
estimated to have 13.7 per cent in age 
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fourth (25.1 per cent) of the suspects 
were under 45 years of age, and nearly 
half (46.9 per cent) were under 55. 
For both and both races, the 
highest rates occurred in the age group 


sexes 


65 and older. 

Tumor suspects were found for all 
ages and in each race and sex group, 
as shown in Table 4. More than one- 
third (36.9 per cent) of the suspects 
were under 55 years of age. Analyses 
of Tables 3 and 4 emphasized that for 
all nontuberculous pathological condi- 
tions the problem is greatest among 
men. Males made up 57.8 per cent of 
all cancer suspects, and 35.6 per cent 
of these were under 55 years of age. 
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The age, race, and sex distribution 
of the confirmed tumor suspects is given 
in Table 5. Rates for females are higher 
than for males, since this table includes 
both benign and malignant neoplasms. 
Of the 33 confirmed tumor cases, 20 
or 60.6 per cent were known to be 
malignant, and 13 of these 20 were 
male. The confirmed neoplasm rate per 
1,000 x-ray films taken was 0.011 for 
males as compared with 0.006 for fe- 
males. Approximately half (46.7 per 
cent) of the tumors found among fe- 
males were reported to be malignant. 

By the end of the year, ten of the 
cancer suspects had died, six from lung 
cancer, two from aneurysm, one death 
was caused by cardiovascular disease, 
and the cause of death was unknown 
for one of the suspects. The six neo- 
plasm deaths were predominately male 
—four or 66.7 per cent—as were the 
suspects still living and reported by 
the physicians to have this disease. Fre- 
quency of cancer was greatest in white 
males (11 or 55.0 per cent of confirmed 
cases); two were nonwhite males; four 
were white females and there were three 
nonwhite females. Of the 20 persons 
known to have primary lung cancer, 
six or 30.0 per cent were under the 
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age of 55, with three in the age group 
25-34. 

In order to evaluate the accuracy 
with which the films were read, sus- 
pected pathological conditions were cor- 
related with established diagnoses, and 
the results are presented in Table 6. 
Cardiovascular disease readings revealed 
the highest degree of accuracy, with 
82.5 per cent of the reported diagnoses 
confirming the suspected; neoplasm was 
confirmed in 29.7 per cent of the re- 
ported cases; and aneurysm was diag- 
nosed correctly in 46.4 per cent of the 
suspects successfully followed. Other 
diagnoses were not matched, but out of 
164 suspected diagnoses classified as 
“other abnormal chest conditions,” 68 
were reported by private physicians and 
63.2 per cent (43) were coded to this 
residual category. 

For the 282 cancer suspects, diag- 
noses were established by physicians for 
67, as follows: 12 had cancer of the 
lung, 12 had benign or unspecified 
tumors, 34 had heart disease and other 
conditions, 25 were negative. In this 
group of suspects, ten deaths were re- 
ported, six from lung cancer. 

Of the 641 persons identified in the 
survey as heart disease suspects, a diag- 


Table 3—Suspected Nontuberculous Pathological Conditions and Rate per 1,000 X-ray 


Films Taken, by Race, Sex, and Age, Florida, 1958 


Number 


White Nonwhite 
Age Total Male Female Male Female 

All ages 1,165 101 308 243 213 
Under 25 57 12 13 16 16 
25-34 61 22 14 15 10 
35-44 174 52 34 43 45 
45-54 254 60 62 68 64 
55-64 315 124 93 50 48 
65+ 297 129 91 19 28 
Unknown 7 2 1 2 2 


* Rate based on a 10 per cent sample of films taken. 
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Rate* 


White Nonwhite 
Total Male Female Male Female 
7.23 6.73 5.14 11.77 12.31 
2.54 1.86 1.82 3.48 4.32 
1.78 1.68 1.23 2.94 2.45 
4.94 4.13 2.47 9.93 11.51 
8.40 5.50 5.10 19.77 21.19 
15.07 14.89 10.73 25.77 31.37 
18.08 16.69 14.04 47.12 32.94 
1.09 4.65 2.56 10.00 9.52 
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Table 4—Tumor Suspects by Race, Sex, and Age, with Rate per 1,000 X-ray Films 
Taken, Florida, 1958 


Number Rate* 
White Nonwhite White Nonwhite 
Age Total Male Female Male Female Total Male Female Male Female 


All ages 282 117 82 46 37 1.75 1.96 1.37 2.23 2.14 


Under 25 ll 0 + 4 3 0.49 0.0 0.56 0.87 0.81 
25-34 13 6 2 2 3 0.37 0.46 0.18 0.39 0.74 
35-44 32 14 9 5 4 0.91 1.11 0.65 1.15 1.02 
45-54 48 19 il 8 10 1.59 1.74 0.91 2.33 3.31 
55-64 72 27 20 15 10 3.44 3.24 2.31 tte 6.54 
65+ 104 51 35 | 7 6.33 6.60 5.40 10.58 8.24 


* Rate based on 10 per cent sample of films taken. 


Table 5—Tumor Suspects Confirmed* by Race, Sex, and Age, with Rates per 1,000 
X-ray Films Taken, Florida, 1958 


Number Ratet 


White Nonwhite White Nonwhite 
Age Total Male Female Male Female Total Male Female Male Female 

All ages 33 16 vy) 2 0.20 0.27 0.15 0.10 0.35 
Under 25 2 — - 1 l 0.09 — — 0.22 0.27 
25-34 3 l - 2 0.09 0.08 — — 0.49 
35-44 2 2 -- 0.06 0.16 — - 

45-54 4 2 ] l 0.13 0.18 0.08 _ 0.33 
55-64 6 4 2 - 0.29 0.48 0.23 . 

65+ 16 7 6 l 2 0.97 0.95 0.93 0.96 2.35 


* Confirmed by private physicians or death certificates. 
t Rate based on 10 per cent sample of films taken. 


Table 6—Established Diagnoses* for Nontuberculous Pathology Suspects According to 
Type of Disease Suspected at Time of X-ray, Florida, 1958 


Established Diagnosis Reported 


Cardio- Other 
Disease Suspected Total vascular Neo- Chest Nega- No 
at Time of X-ray Suspects Total Disease plasm Disease tive Report 
Total 1,165 HO 223 33 125 59 725 
Cardiovascular disease 641 240 198 2 28 12 401 
Neoplasm 282 101 10 30 36 25 181 
Other chest disease 242 99 15 l 61 22 143 


* Includes findings obtained from 41 death certificates, as well as those reported by private physicians. 
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nosis was obtained from private physi- 
cians on 202, and 179 of these were 
reported to have a heart condition; two 
had cancer; five aneurysm; and 16 had 
other chest conditions, including fibrosis 
of the lung, abnormal aorta, and dia- 
phragmatic hernia. By the end of the 
. year, 19 had died from diseases of the 
heart, three from vascular lesions affect- 
ing the central nervous system, and one 
from each of the following diagnoses: 
pulmonary emphysema, diabetes, aneu- 
rysm, and choledochitis. Negative find- 
ings were reported for 12 of these 
suspects. 

The follow-up on 440 suspects (399 
reports from physicians and 41 death 
certificates) confirmed 381 diagnoses 
and 59 negative findings in the study 
population. The 381 confirmed cases in- 
cluded 90 conditions which were un- 
known to the patient prior to the time 
of the x-ray. Had the entire suspect 
population experienced the same mor- 
bidity and mortality, the expected num- 
ber of unknown conditions detected 
would have been 342, with a rate of 
21.2 per 1,000 films taken. The largest 
number of and deaths were 
expected from cardiovascular disease: 


diseases 
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846 would have had this condition had 
the rate been the same for all suspects 
as for those on which follow-up was 
completed, and 134 of these would have 
been new cases. Seventy-five cases of 
cancer were expected, of which 45 were 
previously unknown, nearly 75 per cent 
more than the number actually found 
by the reporting physicians (Table 7). 


Discussion and Summary 


Mass chest x-ray surveys in Florida 
have been conducted for a number of 
years primarily to detect undiagnosed 
cases of tuberculosis. The by-product 
of this study has been the detection of 
many other chest diseases. ‘Vhile the 
rate for tuberculosis cases per 1,000 
x-rays taken has been consistently fall- 
ing, our yield of nontuberculous path- 
ological conditions has remained the 
same or has increased. 

With this in mind a follow-up study 
was undertaken in 1958 of persons sus- 
pected during the surveys in 1958 of 
having nontuberculous pathological con- 
ditions. Of the over 200,000 people 
participating in these surveys, 1,669 
were classified as having some nontuber- 


Table 7—Expected and Observed Number of Nontuberculous Pathological Conditions 
in Suspects Detected from the Mass X-ray Survey, 1958 


New 
Number of Pathologies Case 
’ Observed New Cases Rate 
Physi- Death per 
cian’s Certifi- Ex- Number 1,000 
Established Diagnoses Expected — Total Report cate pected Observed Films 
Total suspects 1.669 440 399 4] 342 90 0.56 
Diseases of the heart 846 223 200 23 134 5 0.22 
Malignant neoplasms 75 20 14 6 45 2 0.07 
Neoplasms, benign or 
unspecified 50 13 13 0 34 9 0.06 
Aneurysm 75 20 18 34 9 0.06 
Other conditions 399 105 95 10 95 25 0.16 
Negative findings 224 59 59 
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culous pathological condition based on 
the suspicion from the 70-mm_ film 
without any evidence from the clinical 
history. Of these, a follow-up of 1,165 
was undertaken, and of this group 641 
were classified on the survey film as 
having heart disease, 282 revealed evi- 
dence of neoplasms, and 242 revealed 
evidence of other pathological condi- 
tions. Questionnaires were sent to all 
these persons and 70 per cent responded. 
A questionnaire was then sent to the 
physician named by the patient and an 
amazing response of 90 per cent com- 
pletion of the questionnaire was _ re- 
ceived. From questionnaires received 
from physicians. the clinical diagnosis 
was confirmed on 399 suspects who saw 
a physician, and the diagnosis was con- 
firmed in 41 cases from death certifi- 
cates, making a total of 440 or 37.8 
per cent of the original 1,165 persons 
whose survey film revealed suspicion of 
nonpulmonary disease for whom diag- 
nosis was confirmed. 

These 440 individuals for whom a 
diagnosis was confirmed revealed a high 
mortality rate, with 41 or 9.3 per cent 
deaths occurring within a few months. 
Of this group a confirmed diagnosis of 
primary lung cancer was obtained in 33 
cases of which only 14 or 42 per cent 
survived to the end of the vear. Five 
of the 14 survivors with lung cancer 
had had pneumonectomies; apparently 
the malignant condition was operable 
at the time of surgery and further 
follow-up is needed to reveal the ulti- 
mate fate of these people. This finding 
demonstrates the rapidly fatal course of 
lung cancer at the stage when it is 
detected by x-ray or clinical diagnosis. 


The authors are associated with the 


Analysis of the reports from physi- 
cians shows that about 25 per cent of 
the conditions found were known to the 
patient at the time of x-ray but that 
75 per cent had no previous knowledge 
of the disease condition detected on the 
survey film. 

Percentages of new cases range from 
17.5 per cent for heart conditions to 
85.7 per cent for malignant neoplasms. 
While this study is somewhat limited 
in scope in that too few cases have been 
demonstrated for statistically significant 
purposes, they may indicate that chest 
x-ray surveys are perhaps of more im- 
portance than has heretofore been recog- 
nized as a method of finding new heart 
disease, cancer, and other diseases of 
the chest. It further suggests that with 
the rapid decrease in the number of 
cases of pulmonary tuberculosis detected 
in surveys—as the disease becomes more 
under control consideration 
should be given to continuing the use 
of x-ray surveys, particularly in our 
older age group, for the detection of 
nontuberculous pathological conditions 
as a principal reason for community- 
wide chest x-ray surveys. This is a 
group where there would be little fear 
of genetic damage from x-radiation, and 
is a group where we should continue 
to recommend chest x-rays for a person 
over age 45. The mere fact that 70 
per cent of the individuals examined 
saw a physician at the suggestion of 
the health department, and that a 90 
per cent response was received from the 
physicians to whom questionnaires were 
sent shows that we can depend upon 
the medical profession to do the neces- 
sary follow-up of these individuals. 
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Some handicapped people can only achieve a limited independence so that 


they can carry out the ordinary activities of daily life. The question 
of responsibility and providing rehabilitation for independent 


living is the subject of this contribution. The argument for 


giving health departments the major responsibility 


is well presented. 


THE PROPOSED FEDERAL LEGISLATION FOR 
INDEPENDENT LIVING REHABILITATION 


I. Jay Brightman, M.D., M.S.P.H., F.A.P.H.A. 


VERY survey of community health and 
E welfare needs has pointed up the 
existence of significant numbers of 
persons who, after recovery from diseases 
or accidents, have been left with handi- 
capping disabilities. Through the appli- 
cation of modern rehabilitation technics, 
many of these disabled people could 
make significant progress toward in- 
creased independence in carrying out 
the ordinary activities of daily living, 
even though their potentialities for return 
to paid employment are essentially 
negligible. Too often, unfortunately, 
this objective is not achieved, because of 
shortages of facilities and professional 
personnel, inadequate patient motiva- 
tion, and financial barriers. 

There is now being considered by the 
appropriate committees of the 86th 
Congress a bill which would make fed- 
eral grants available to the states to 
assist them in rehabilitating handicapped 
individuals who, while having no ap- 
parent vocational potentiality, might be 
expected to “achieve such ability of in- 
dependent living as to dispense with, or 
largely dispense with, the need for insti- 
tutional care or, if not institutionalized, 
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to dispense with, or largely dispense 
with, the need for an attendant, thereby 
reducing their burden upon others and 
contributing to their dignity and self- 
respect. ...” This bill was prepared 
by the National Rehabilitation Associa- 
tion and is termed the “Rehabilitation 
Act of 1959.” It was introduced in the 
Senate as S-772 by Mr. Lester Hill of 
Alabama for himself and 16 other 
senators. It was introduced in the House 
of Representatives as HR 1119 by Mr. 
John Fogarty of Rhode Island and as 
HR 3465 by Mr. Carl Elliott of Ala- 
bama.* 

Most persons would agree that some 
program for financing this form of re- 
habilitation is necessary if significant 
gains are to be made. However, some 
of us would disagree quite sharply with 
the approach of the proposed legislation, 
which would designate the state voca- 
tional rehabilitation agency or the state 
vocational educational agency as_ the 


* A bill with similar provisions, known as 
the Rehabilitation Act of 1961, has been 
introduced into the 87th Congress by Mr. John 
Fogarty of Rhode Island as HR 3523 and by 
Mr. Robert N. Giaimo of Connecticut as HR 
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“sole State agency to administer the 
plan, or to supervise its administration. 
Mr. E. B. Whitten, director of the Na- 
tional Rehabilitation Association, has 
presented the views of his association as 
to why an Independent Living Rehabili- 
tation program is a logical extension of 
the vocational rehabilitation program 
and why the state vocational rehabilita- 
tion agencies, by virtue of their philoso- 
phy, their previous identification and as- 
sociation with the problem, and their 
experiences, are best equipped to handle 
its administration.* I appreciate the 
opportunity to present a definitely op- 
posing viewpoint, emphasizing particu- 
larly why the vocational rehabilitation 
agencies are not best suited to accept 
responsibility for this new program, and 
why the methods of administering 
vocational rehabilitation are not directly 
applicable to a rehabilitation program 
for independent living. My discussion 
will be limited to Title II of the bill, en- 
titled “Independent Living Rehabilita- 
tion,” and will not consider the titles 
concerned with workshops and rehabili- 
tation facilities and with rehabilitation 
evaluation services. 


Recognition of the Problem 


Proponents of the bill refer to the 
large numbers of disabled 
persons identified through the vocational 
rehabilitation and social security (dis- 
ability and “freeze” benefits) programs, 
with no reference to other programs and 
agencies that have been equally con- 
cerned with this unfortunate group. This 
is strange when we consider the type of 
persons under consideration. We think 
here, for example, of patients who have 


severely 


* The views expressed by Mr. Whitten are 
substantially those presented in a statement 
entitled “Background for Legislative Proposals 
Embodied in S-772 (HR 3465),” the “Re- 
habilitation Act of 1959,” prepared by and 
available through the National Rehabilitation 
Association, Washington 5, D. C. 
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had cerebrovascular accidents, have 
been given the best of medical care 
to bring them through the critical peri- 
ods of their illnesses, but whose residual 
hemiplegias are severely handicapping. 
We think of persons with deforming 
arthritis or those who have recovered 
from accidents or burns with numerous 
contractures or fixations. To a certain 
extent we think of the cardiac patient 
or the tuberculous patient, although 
here the borderline between treatment 
and rehabilitation is more difficult to 
define. 

Such persons are identified repeatedly 
by public assistance programs dealing 
with the totally and permanently dis- 
abled, with the aged, and with the dis- 
abled parents of families in the Aid to 
Dependent Children category; by health 
departments in their surveys of persons 
with long-term illnesses both at home and 
in institutions; by general and special 
hospitals, particularly in their chronic 
disease units; by public health nursing 
agencies, including those associated with 
health departments and with visiting 
nurse associations; by the Social Secur- 
ity Disability Benefits program; and by 
the vocational rehabilitation services. 
Particularly, they are recognized daily 
by privately practicing physicians. Cer- 
tainly no one group or discipline may 
claim uniqueness in its recognition of 
this important problem nor in its pro- 
posals for an adequate solution. 


What Is Independent Living 
Rehabilitation 


It is certainly important to make 
sure that everyone is talking about the 
same thing. To me the services re- 
quired by these persons represent the 
last phase of medical care, no matter 
whether this be called the third phase 
or the fifth phase. I prefer to call it 
the fifth, the other four being the pro- 
motion of positive health, the primary 
prevention of disease, the early detec- 


VOL. 51, NO. 5, A.J.P.H. 


FEDERAL LEGISLATION FOR THE HANDICAPPED 


tion of disease and the treatment. We 
recognize, of course, that these phases 
are not distinct and separate entities 
but overlap considerably, and certainly 
they should. The more distinct the 
fourth and fifth phases are, the more 
there may be unnecessary delay before 
rehabilitation services are begun. 

These patients need many services, a 
substantial portion of which is medical 
care, including physical and occupa- 
tional therapy. Certainly there are 
psychologic, social, and readjustment 
aspects, but this is true of a great deal 
of medicine, not only of the rehabilita- 
tion phase. Vocational counseling must 
also be readily available so that poten- 
tialities for return to employment may 
be readily identified. But the responsi- 
bility for the management of the pa- 
tient in this phase is part of medical 
Certainly rehabilitation service 
of this type should be available in gen- 
eral hospitals to the greatest extent pos- 
sible. Where they have been developed 
independently, they do have medical 
direction. 

Admittedly, the needs of the mentally 
retarded and the blind are different 
from those of the people I have been 
considering. While the ultimate goal 
for the ‘2smer, as for any handicapped 
group. is vocational placement, there are 
many who could profit by programs for 
independent living which would be quite 
different from those to which I have just 
referred. However, the problems of the 
blind are already the responsibility of 
special commissions or of departments 
of welfare in most states. The need of 
the mentally retarded for assistance in 
socialization probably belongs under the 
expanding community service programs 
of State Mental Hygiene Departments. 


care. 


Present Programs Relating to the 
Problem 


At the present time we do have sev- 
eral programs which touch this problem. 
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While serving only a limited number of 
persons requiring independent living re- 
habilitation, these programs have served 
to develop new technics and also have 
pointed up the extent of the unmet 
needs. I would cite the following from 
our New York State experience. 


a. Program for Medical Rehabilitation of 

Crippled Children 

Through the State Department of 
Health, the Upstate Children’s Courts 
and the New York City Department of 
Health this program provides a wide 
range of medical rehabilitation services 
for persons up to the age of 21. We do 
not have to review the evolution of the 
crippled children’s program which led 
to the present situation, but the Health 
Department has long recognized that 
the artificial cut-off age which prevents 
assistance to adults is unfortunate and 
hardly realistic, 


b. Adult Poliomyelitis Program 


The amendment to the New York 
State Public Health Law permitting the 
provision of rehabilitation services to 
adults with poliomyelitis has taken care 
of the independent living needs of this 
particular group. Attempts to expand 
this program to provide for adults with 
other types of disabilities have failed. 
Here again we have an example of an 
artificial barrier on what might be 
called a horizontal plane as compared to 
the vertical plane of the age barrier. 


c. Welfare Medical Care Program 


The Welfare Medical Care Program 
in New York State provides a full range 
of medical rehabilitation services to per- 
sons eligible for public assistance. Why 
this is apparently a problem in some 
other states, I cannot say, other than 
because some have a generally poor wel- 
fare medical care program. In New 
York State, the State Department of 
Social Welfare joined forces with the 
State Department of Health in the de- 
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velopment of a pilot welfare project for 
the admission to the New York State 
Rehabilitation Hospital of public assist- 
ance recipients who require rehabilita- 
tion services. The Division of Voca- 
tional Rehabilitation of the State 
Education Department soon became a 
partner in this program so that the voca- 
tional needs might be identified and 
the necessary services rendered. 


d. The New York State Rehabilitation Hospital 


Although this hospital was orginally 
designed for children’s services, it has 
been expanded greatly into the adult 
field. Under present regulations, a 
minimum charge of $13 per day must 
be paid by the patient himself or by 
another person or agency in his behalf. 
Although most adults with needs for 
independent living cannot have these 
service fees paid by any public program 
at the present time, they can obtain 
the services at this State Hospital by 
paying about one-half of what the 
charges would be at any other facility. 


e. Voluntary Insurance Programs 


There is hardly any good reason why 
health insurance should not cover the 
cost of rehabilitation services. We have 
had a phenomenal growth of voluntary 
health insurance in this country and 
there has been an increase in the num- 
ber of policies which do provide such 
services. However, all persons are not 
yet covered, particularly the aged, and 
too many policies are limited in this re- 
gard. However, it is a resource which 
can be expanded. 


Financing Independent Living 
Rehabilitation 


There is no question that the cost of 
rehabilitation services can mount up 
considerably. Therapeutic services may 
be required several times weekly over 
periods of several months. Physicians’ 
bills and loss of income from work 
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must be considered, It must be remem- 
bered particularly that the period of 
rehabilitation may often follow periods 
of acute illness during which medical 
bills were very high. Thus, purchase 
of needed services may be beyond the 
resources of a high proportion of the 
disabled population. How may these 
financial barriers be overcome: 

1. The possibility of covering such 
costs through available health insurance 
policies must be considered, This will de- 
pend upon both the growth of health 
insurance and expansion of the benefits. 

Considering the way in which health 
insurance has grown during the past 
few years, including policies for dis- 
abilities and for loss of income, it seems 
hard to imagine that we do not have 
the ingenuity to cover the costs of re- 
habilitation services as well. However. 
without some special program, complete 
coverage of this type may be too many 
years away. 

2. One might consider extension of 
the welfare program to cover persons in 
higher economic brackets than those 
who meet the eligibility requirements 
for public assistance. There has been 
and always will be some criticism of 
local welfare departments for not pro- 
viding more generously for the medi- 
cally indigent. Actually, according to 
the New York State Social Welfare Law. 
it is incumbent upon local welfare de- 
partments to provide for persons un- 
able to meet their medical needs even 
though they may be able to meet their 
basic requirements of rent, food, cloth- 
ing and fuel. 

The decision as to what medical in- 
digency is and where it begins is a dif- 
ficult one. No matter where one sets 
the level of eligibility, there will always 
be persons just above that level who 
will be excluded. One must consider 
also that there will always be a stigma 
associated with referral to a welfare 
department. Many persons may prefer 
to do without the services, particularly 
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as their lives are no longer threatened 
by disease. 

3. Thus, we come to the possibility 
of providing these services through a 
special program on a case basis, just 
as services are administered to persons 
with rehabilitation needs through the 
Vocational Rehabilitation program or 
through the Medical Rehabilitation pro- 
gram. We have to consider whether 
we are ready to embark upon such a 
program and what it actually entails. 

First, the program would have to 
pay for medical services including phy- 
sicians’ services and the services of 
therapists. If this is the case, are these 
services to be provided for all persons 
regardless of ability to pay? Just what 
justification can be made for doing this 
and not including other aspects of medi- 
cal care. I am assuming that the latter 
is not under consideration. If there 
is to be a means test, at what level shall 
it be set? Why should we separate this 
from the welfare medical care program? 
We must consider that if there is any 
means test at all, regardless of the na- 
ture of the administrative agency, the 
patients must apply and give an ac- 
counting of their financial status, a pro- 
cedure which may be objectionable to 
many and keep a certain number of 
people out of the program. 


Desirability of Special Projects 


Considering the problems involved in 
financing an Independent Living Re- 
habilitation program plus other existing 
barriers in the path of meeting rehabili- 
tation needs, such as lack of facilities, 
shortages of personnel and motivational 
factors, it appears that the most logical 
approach to the problem would be the 
development of a series of projects to 
test and prove our methods. This should 
not be considered a delaying tactic; 
indeed, proved methods should be con- 
verted into practical programs at the 
earliest possible time. However, there 
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are many things we must know about 
the administration of this program. The 
following are a few projects which 
might bring us some answers. 


(a) Subsidization of voluntary insurance pro- 
grams in a given community, thus allow- 
ing the insurance plan or the commercial 
company to include these benefits with- 
out risk to itself. This would provide 
the opportunity to determine the actual 
cost of operation, the demands for service 
and the feasibility of subsequently includ- 
ing it as part of the regular policy with- 
out subsidization. 
Projects to establish rehabilitation units 
in hospitals, homes for the aged, nurs- 
ing homes, and other facilities for the 
long-term care of patients. 
Projects to establish rehabilitation serv- 
ices as parts of organized home care pro- 
grams. 
Projects to subsidize the operation of 
various rehabilitation units to make it 
possible for more patients to pay for 
services, until more is known about the 
demand and the actual costs of these 
services. 

Studies to determine how the needs of 

patients may be quickly detected and 

motivational factors overcome. 

(f) Projects to determine how independent 
living rehabilitation services may be pro- 
vided under the simplest possible means 
as part of regular medical care instead 
of as special services. 

(g) Projects to determine how therapist aides 
might be utilized in providing this service 
under supervision, in view of the existing 
shortages of qualified therapists. 

(h) Projects to determine how family mem- 

bers can participate in assisting the pa- 

tients to achieve more independence of 
living in their own homes. 

Projects to demonstrate how rehabilita- 

tion can be made more readily available 

to disabled recipients of public assistance. 


(b 


(ec 


(d 


(e 


Administrative Agency 


Certainly it is essential to consider 
the appropriate administrative agency 
for handling this program in whatever 
form it may come to the state. 

When a bill similar to S-772 was 
first introduced in 1957, it was con- 
sidered by the New York State Inter- 
departmental Health Resources Board, 
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a coordinating interdepartmental agency 
which consists of the commissioners 
of health, social welfare, mental hy- 
giene, education (in which our State 
Division of Vocational Rehabilitation is 
located), labor, correction, and the ad- 
ministrative heads of the Workmen’s 
Compensation Board, the Youth Com- 
mission, the Division of Parole, and the 
Joint Hospital Survey and Planning 
Commission. The board unanimously 
agreed to the following statement and, 
with the approval of the governor, made 
their views known to the national agen- 
cies with which they are associated: 


“Our objection to the bill is that it specifies 
that responsibility at the State level must be 
placed in the agency primarily concerned 
with vocational rehabilitation, which in this 
State would be the Division of Vocational 
Rehabilitation of the State Education Depart- 
ment. Our Board doubts the wisdom of 
this specification. We consider that it would 
be illogical to insist on the placement of a 
primarily medical program, such as the one 
considered in this bill, in the State Education 
Department, when such a program might more 
readily relate to existing programs of other 
departments. We believe that, if the Federal 
Government is to undertake such a program, 
it should leave the designation of the adminis- 
trative State agency entirely to the discretion 
of the State. We believe that the bill should 
not even designate a preference for a_par- 
ticular State agency, as has been done in 
other instances, as such a statement of prefer- 
ence may be utilized as pressure upon the 
State to follow the desires of a particular 
group.” 


If one accepts Independent Living 
Rehabilitation as a fifth phase of medi- 
cal care, then primary administrative 
responsibility should logically be placed 
in the state and local departments of 
health. Health departments have been 
developing interest in chronic disease 
programs for a long period of time. 
Beyond the field of physical rehabilita- 
tion of children, and the more limited 
field of rehabilitation of adults, they 
have been engaged in activities directly 
or indirectly related to hospital care 
and institutional care for the long-term 
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patient. The primary problem of the 
patients concerned with independent liv- 
ing rehabilitation is a disease which 
has’ produced disability. The progress 
that the person can make during the 
course of rehabilitation must be guided 
by his medical condition which can be 
determined only by medical personnel. 
The health departments’ activities in es- 
tablishing standards for medical pro- 
grams and developing working relation- 
ships between physicians, hospitals, and 
other community agencies stand them in 
good stead for developing this program. 
The experiences of their epidemiologists, 
statisticians, anthropologists, social work- 
ers, and medical care economists are 
essential for developing, administering, 
and evaluating the types of projects 
which I would see as coming under 
this program. 

Certainly the Welfare Department 
could be considered as an administra- 
tor of this program, at least, for certain 
parts of it. In New York State, for the 
last seven years, the Welfare Medical 
Program has been directed by a physi- 
cian qualified in public health and pre- 
ventive medicine. If the program were 
to be developed on a case basis with 
a means test, this would be a logical 
department to administer the program. 
I would prefer that it not be adminis- 
tered in this way. Regardless of the 
level of eligibility for the means test, 
referral to the Welfare Department for 
determination of eligibility would be an 
impediment to the program. 

5-772 would place the entire program 
in the Vocational Rehabilitation agen- 
cies of the states and the arguments of 
the National Rehabilitation Association 
are that the program is not medical 
and, at the same time, that the Voca- 
tional Rehabilitation agencies have had 
a long experience in administering med- 
1 am afraid that | must 
I have 


ical programs. 
disagree with both contentions. 
already given my reasons for consider- 
ing this program one that is primarily 
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medical. The Vocational Rehabilitation 
program is vocationally-oriented as it 
should be. Medical service has been 
essentially secondary. 

It is entirely true that the vocational 
rehabilitation counselor must enter into 
any rehabilitation service early in the 
proceedings. Any patients for whom 
independent living is considered the 
maximum potential may subsequently 
improve to the point where they can be 
considered for vocational training and 
placements. The argument has been 
made that there should be no discon- 
tinuity between the one phase of re- 
habilitation and the other. However, I 
feel strongly that there is a more clear- 
cut dividing line between medical re- 
habilitation and vocational rehabilita- 
tion than between medical care for the 
chronically ill and disabled and the 
medical aspects of rehabilitation. 

Undoubtedly, there will be some as- 
pects of the program which might be 
better handled by other departments 
such as Mental Hygiene, Social Welfare, 
and Vocational Rehabilitation and cer- 
tainly there should be some flexibility 


to provide for these circumstances. In- 
deed, there should be an interdepart- 
mental committee to permit consultation 
among the various professional groups 
concerned with state or local programs 
and to assure that the interests of each 
are reflected in the program developed. 
However, primary responsibility should 
be placed in one department at each 
governmental level. 

All of us have such a big job in 
front of us. We must rely so much 
upon each other and work together for 
the common good of the people we want 
to serve that we cannot afford the lux- 
ury of bickering among ourselves as to 
who does what. On the other hand, 
we cannot indulge in such irrelevant 
questions as: why worry about who op- 
erates it, as long as the job gets done. 
A job cannot be done well unless ad- 
ministered and operated by persons and 
agencies qualified to do so. We still 
believe that public medical programs 
are best administered by health person- 
nel, and unless there are good reasons 
to the contrary, they should be located 
in the health department. 


Dr. Brightman was formerly executive director of the New York State Inter- 
departmental Health Resources Board, and is now assistant commissioner for 
chronic disease services, New York State Department of Health, Albany, N. Y. 

This paper was presented at the Conference on Rehabilitation for Inde- 
pendent Living, sponsored by the Community Council of Greater New York, 


New York City, December 16, 1959. 


Dental Public Health Boards 


The American Board of Dental Pub- 
lic Health will administer the next certi- 
fying examination October 12 and 13 in 
Philadelphia, Pa., just before the 102nd 
annual session of the American Dental 
Association. The board has broadened 
its eligibility requirements to permit 
certification of those dentists engaged 
in full-time teaching or research as well 
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as administration related to dental pub- 
lic health practice. 

Applications for admission to the ex- 
amination should be submitted to the 
board not later than June 15. Forms 
and further information are available 
from the secretary, Donald J. Galagan, 
D.D.S., Public Health Service, Wash- 


ington 25, D. C. 
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EDITORIALS 


The Use of Drugs in Public 
Medical Care 


| ons number, variety, and cost of 
pharmaceutical preparations available 
to the doctor today have increased im- 
mensely as a result of the scientific 
revolution in medicine. Unfortunately, 
this development has also brought in its 
train a series of professional, social, and 
economic problems. For a number of 
reasons every country with a modern 
system of medical care is faced with 
questions concerning the distribution 
and utilization of pharmaceuticals. 

One factor of enormous importance 
has been the development of the phar- 
maceutical industry. This has been the 
consequence of the introduction of drugs 
whose manufacture is too elaborate to 
be carried on outside the controlled con- 
ditions of a factory laboratory. Almost 
inevitably, it follows from these changes 
in manufacturing. including the research 
involved in developing these new 
pr oducts, that treatment with these 
products involves a change in the posi- 
tion of the doctor. This is tied up with 
another consequence, namely, a_ vast 
multiplication in the number of products 
at the disposal of the physician, and a 
new emphasis on marketing these 
products. 
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The profusion of new and allegedly 
new drugs has made it difficult for the 
practitioner to keep track of these 
products and to be able to evaluate 
critically the claims made for them. As 
Dr. Joseph Garland, the editor of the 
New England Journal of Medicine, com- 
mented in 1957: “The physician is in 
danger of surrendering some of his re- 
sponsibility for the enlightened care of 
his patients—as well as some of his 
prestige—in favor of becoming to too 
great an extent a purveyor of proprie- 
tary remedies about which he may some- 
times lack sufficient knowledge for their 
consistently intelligent employment.” 

Furthermore, for the individual pa- 
tient as well as in the large-scale medical 
care program, expenditures for drugs 
may exceed the costs of physicians’ serv- 
ices, and where nonspecific drugs are 
employed often with little effect. It is 
a matter of considerable concern to all 
those who are studying and operating 
medical care programs, especially those 
in the public sphere, to see that the use 
of drugs is put on a rational and eco- 
nomic basis. The American Public 
Health Association has taken cognizance 
of this problem. At the San Francisco 
meeting last year, a_ resolution was 
adopted urging administrators and 
agencies operating public medical care 
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programs to take such actions in co- 
operation with the involved professional 
groups as will assure “that only thera- 
peutically effective drugs in appropriate 
amounts and at the lowest practical 
cost be made available to persons under 
care,” and that expenditures of public 
funds be limited to those drugs “pre- 
scribed by their nonproprietory or 
generic names, and which are included 
in the U. S. Pharmacopeia, National 
Formulary (or Accepted Dental Reme- 
dies) or, if not included, have been ap- 
proved by qualified formulary commit- 
tees or by similar committees of 
experts.” 

A discussion of a number of aspects 
of this problem is offered in three papers 
contained in this issue, and readers are 
urged to consider them carefully. Scien- 
tific research and development of new 
products for diagnosis and treatment are 
essential. No one would take issue with 
this point. However, our first duty is 
to the patient and the public, not to 
create or to fill a desire where there is 
no need, but to see to it that where the 
need exists and a remedy is known, to 
supply that remedy with responsibility 
and economy for the benefit of the in- 
dividual in need. 


Polio Still Unconquered — 
Act Now! 


editor recently received a letter 
posted with a stamp issued in 1956. 
Represented with a halo behind her is 
the Goddess Hygeia balancing the shield 
of health with her left hand, while her 
strong right arm extends protectively 
around a young boy and girl. Arching 
over the scene is the inscription: Honor- 
ing Those Who Helped Fight Polio. 
The honors definitely were and still 
are appropriate. Yet, the use of “help” 
in the past tense is another forceful re- 
minder that the expectations of 1956 
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have not been fulfilled. Almost six years 
after the licensing of Salk vaccine effec- 
tive nation-wide control of poliomyelitis 
is still to be achieved. Obviously success 
requires other ingredients than just the 
availability of a vaccine. In 1956, pub- 
lic opinion, as expressed in a postage 
stamp, was hopeful and confident that 
early victory over polio was assured, 
now that public health and medicine 
had an effective weapon. Except, per- 
haps, for confirmed pessimists, few ex- 
pected that by May, 1960, an estimated 
eight and a half million children under 
five years of age would still be without 
the full advantage of immunization. 

To be sure, a large proportion of the 
population has received maximum or 
partial protection against polio, but 
many still remain unprotected. Ob- 
viously, the public itself is a major in- 
gredient in the success of any endeavor 
to achieve nation-wide control of polio. 
The basic necessities of making vaccine 
available to people and of motivating 
them to use it remain unchanged. Health 
workers and others in the community 
must be persistent in their quest to 
achieve motivation. In 1959, the 
Journal emphasized that “. . . the un- 
vaccinated can be reached only at the 
local level and this means a coordinated 
attack by local groups. The local health 
agency must with the aid of other com- 
munity groups undertake an aggressive 
campaign of informal communication.” 
The phrase, community action, points to 
the crucial ingredient of success. 

One should not overlook the fact that 
there have been many effective com- 
munity campaigns in polio prevention 
during the last four years. It is im- 
possible to list all of them, but one 
might cite the antipolio campaign in 
Boulder, Colo., in 1959. From the ac- 
count of it in the Rocky Mountain Medi- 
cal Journal (March, 1960), the planning 
which went into it, the organization and 
administration, the tools and the work- 
manship, made for effective motivation 
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and appeal to unvaccinated adults and 
to the parents of unvaccinated children. 
There, apparently, community consensus 
had created a basis for action, and local 
groups were inspired to cooperate to an 
unusual degree as they became involved 
in a cause. 

As communities work in 1961 to pre- 
vent polio, these factors must be kept 
in mind. Public health personnel must 
be active to initiate or to cooperate with 
initiators, to fill campaigners with en- 
thusiasm and conviction, so as to locate 
unimmunized groups. Organized local 
community action is essential to prevent 
polio through immunization. 


A Broadened Spectrum of 
Health and Iliness 


HE February issue of the Journal 
contained a report on “A Broadened 
Spectrum of Health and Morbidity,” 
prepared for the Technical Development 
Board by a work party under the chair- 
manship of Dr. Samuel M. Wishik. Four 
levels of public health concern and 
action are described in it as related to: 

1. Mortality—the prevention of death, 

2. Serious morbidity—the prevention and 
control of conditions that produce 
disability or chronic illness, 

3. Minor morbidity—the handling of lesser 
illnesses (in terms of death and disability), 


environmental conditions that create in- 
conveniences and ‘nuisances, and 

4. Positive health—the attainment of a full 
sense of personal vigor and mental well- 
being, as well as constructive relationships 
with others in an environment that pro- 
motes longevity and happiness. 


Within this framework, the report 
concentrates on level 3, minor morbidity. 
We shall not recapitulate the details of 
the analysis, but we do wish to point 
out that the authors recommend giving 
greater attention to what are now con- 
sidered minor aspects of serious illness, 
and including within the public health 
definition of morbidity the minor con- 
ditions for which health workers have 
hitherto had little interest or time. Ways 
of achieving this goal are discussed with 
illustrative examples. It is interesting 
to note that this point had already been 
made by Alfred Grotjahn, the pioneer 
of modern social medicine in 1911, and 
now, 50 years later, we in the United 
States are ready for work on level 3. 

Members of the Association, readers 
of the Journal, public health workers of 
the United States are urged to read the 
report on a broadened spectrum of 
health and illness (A.J.P.H., February, 
1961, p. 287 ff.), to interpret it, and to 
see how they can use this tool in de- 
veloping their programs and activities. 

Reprints will shortly be available from 
the Book Service, APHA, at 15 cents a 
copy. 


Need for Volunteer at ISO Meeting in Berlin 


The American Public Health Association has been invited to name a representa- 
tive to attend a meeting of the International Standards Organization Committee, 
1ISO/TC 90, Apparatus for Testing Milk and Milk Products. The meeting will be 
held in Berlin, Germany, July 17 to 19. Any member of the Association who works 
in the laboratory examination of milk and milk products, who expects to be in 
Europe at the time, and whose travels might enable him to be present at the meet- 
ing is urged to communicate promptly with Dr. Berwyn F. Mattison, Director of 
APHA, so that an official appointment as APHA’s representative may be made. 
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LETTER TO THE EDITOR 


To THE EpiTor: 


(Several months ago a request was received from Anatoly S. Raben, M.D., 
B.Sc., chief, editorial staff, Department of International Scientific Relations, 
Academy of Medical Sciences of the USSR, to publish the review of a publication 
by Julian Hoptman which appears below. While it is not the usual policy of 
this Journal to publish reviews that have appeared elsewhere, the editors feel that 
the intrinsic interest of the material warranted a deviation from our usual policy. 
The review was also submitted to the author and his reply follows.) 


THE DISTORTING MIRROR 


BRUCELLOSIS IN THE USSR—A review of 
the literature—By Julian Hoptman. Public 
Health Service Publ. No. 635. Washington, 
D. C.: U. S. Department of Health, Educa- 
tion, and Welfare, Public Health Service, 
National Institutes of Health, 1959. 


As stated in the Preface, the author 
has made an attempt to assess the in- 
vestigations into the problem of brucel- 
losis carried out in the USSR. The 
author based his review on the Soviet 
literature on the subject and interspaced 
it with personal remarks. The author 
complains, as early as the Preface, of 
the lack of information on this problem 
in the Soviet literature hoping, how- 
ever, that the review will be helpful to 
the American investigators in intro- 
ducing to them the hitherto unknown 
literature. It will be noted that the 
author complains of the “low standard 
of data analysis published in profes- 
sional journels” (p. IIL), thus hasten- 
ing to express his far-from-objective 
opinion. Pursuing his biased opinion, 
the author asserts in the Introduction 
that human and animal brucellosis is 
one of the most serious problems facing 
organs of health protection in the USSR, 
being consequently, a crucial economic 
issue (p. IX). 

In the chapter on the epidemiology 
of brucellosis Dr. Hoptman, while ana- 
lyzing individual works on the incidence 
of brucellosis among different occupa- 
tional groups in single foci, applies, 
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then, these data to the whole of the 
USSR population and draws the first 
of his sensational conclusions to the 
effect that about three million cases of 
brucellosis are registered in the USSR, 
and that annually about one-third of 
the shepherds are afflicted with the dis- 
ease, the absenteeism among them rang- 
ing from one to four weeks; if taken 
as a whole, 1.3 per cent of the popula- 
tion are infected with brucellosis (p. 5). 

A series of tables provides a more 
detailed analysis. In Table 2 one can 
see, for example, that the annual inci- 
dence of brucellosis in the USSR in 
the years 1938-1940 was 6,944,000 cases, 
dropping down to 3,690,000-4,920,000 
cases in 1948 and down to 2,480,000- 
3,308,000 cases between 1953 and 1955. 
It is but natural that the number of in- 
fected animals is expressed in terms 
of millions which causes “heavy eco- 
nomic losses among animals due to 
brucellosis melitensis” (p. 5). 

An extremely original method of eval- 
uating facts, indeed! If used as the 
basis, it will suffice to determine the 
incidence of the disease in some of the 
foci and the index thus obtained can 
then be multiplied by the country’s 
whole population, and, hey presto! you 
get the number of cases for the whole 
of the country. The use of this “origi- 
nal” method would make superfluous 
the collection of statistical data on polio 
in the USA. Pursuing this “method” it 
would be quite in order to take the 
1956 outbreak of polio in Detroit, the 
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incidence of which reached the figure 
of 60 cases per 100,000 of the popula- 
tion, so as to decide that the country’s 
incidence of polio was 100,805 cases. 
That the real figure was 15,140 is 
immaterial. 

We have to disappoint Julian Hopt- 
man. The real state of affairs regarding 
brucellosis in the USSR is not so tragic. 
As is evident from an official report 
of the Ministry of Health of the USSR, 
the incidence of brucellosis in the USSR 
during the last decade was expressed 
by the following tabulation. 


Per 100,000 
Number of Cases of the 

Year (Fresh Ones) Population 
1950 12,443 6.8 
1951 12,089 65 
1952 14,027 74 
1953 11,215 5.8 
1954 10,003 5.1 
1955 8,120 4.1 
1956 8,234 4.1 
1957 5,957 2.9 
1958 5,686 2.7 


1959 4,645 2.1 


Evidently the author was misled by 
the alarming tone of some of the articles 
and the wide scope of scientific research 
on brucellosis in the USSR. But that 
which is quite clear to the Soviet reader 
may be a riddle to Dr. Hoptman. We 
are seriously concerned with 5,000 bru- 
cellosis patients since to the Soviet doc- 
tors they are not just mere “cases,” but 
suffering human beings, and the Soviet 
State does not spare “time, money, and 
scientific research”—which Hoptman 
attempts so ardently to count in his 
introduction to the review—so as to 
prevent even these few cases of the dis- 
ease. Due to the wide scientific re- 
search activities and hard work on the 
part of the practical health workers it 
became possible to pose the task of wip- 
ing out brucellosis in the country as a 
whole. Soviet literature contains quite 
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a few works on tularemia, although 
the most scrupulous analysis shows that 
the country with a population of 210 
million people had less than 1,000 cases 
of tularemia in the whole of its vast 
territory in 1959. The scientific re- 
search laboratories of the country are 
busily engaged in wide research on 
the specific prophylaxis of anthrax al- 
though the incidence of this disease does 
not exceed 1,000 cases per year. The 
problem of eradicating visceral leish- 
maniasis is subject to serious and heated 
discussion by scientists, although the 
country’s incidence of this disease does 
not amount to more than several scores 
of cases annually. 

After analyzing the sources of infec- 
tion with the Brucella of different types 
the author found a new and permanent 
problem in the USSR—infection during 
contact with laboratory cultures of the 
Brucella (p. 11). Kumys (!) in Dr. 
Hoptman’s opinion is also one of the 
factors instrumental in transmitting bru- 
cellosis, although a less frequent one 
than fresh milk. 

The material on the possible natural 
reservoirs of brucellosis is presented 
more objectively and solidly. The chap- 
ters devoted to the clinical picture of 
the disease, which incidentally are very 
brief, quote predominantly old data per- 
taining to the end of the 40's and be- 
ginning of the 50's. 

A considerable number of newer and 
more modern investigations of Soviet 
authors have been omitted from the 
review altogether. This is especially true 
of the works by the Kazakh clinicians 
(N.D. Beklemishev, and others) who 
introduced many new and important 
factors into the understanding of the 
clinical picture of brucellosis. The works 
of Soviet authors on the laboratory diag- 
nostics of brucellosis were subjected to 
a detailed analysis by the author. Also 
shown in great detail is the use of live 
vaccine for the prophylaxis of brucel- 
losis in the USSR. And yet, even in 
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rendering these works which won world- 
wide recognition, Dr. Hoptman could 
not help showing his scepticism (the 
efficiency indexes invariably appear in 
quotes in his review) and also his 
doubts as to the quality of the drugs 
produced (p. 56). 

The brochure on the whole is a 
failure. The biased opinion prevented 
the author from passing fair judgment 
on the self-evident achievements of 
Soviet science in the field of brucellosis 
research and the success of the Soviet 
Public Health in effecting its prophy- 
laxis. This is why the review distorts 
the picture of tackling the problem of 
brucellosis in the USSR although it 
summarizes rather bulky material pub- 
lished in the Soviet literature on the 
subject. If the author allows us to use 
his own words we might say that “the 
low standard of data analysis” and the 
prejudiced opinion prevented Dr. Hopt- 
man from writing a book which is so 
needed by American physicians. 


Professor Victor M. Zhdanov, chief sci- 
entific secretary 
Presidium of the Academy of Medical 
Sciences, USSR 


REPLY 


It is regrettable that the author of 
the review, entitled, “The Distorting 
Mirror,” derived so little satisfaction 
from “Brucellosis in the USSR,” Public 
Health Service Publ. No. 635, 1959. The 
following discussion may help to clarify 
the issues under consideration. 


The Matter of Critical Evaluation 


The Preface of this monograph is 
neither a “complaint” nor an_indict- 
ment of Soviet medical research and 
practice. It does intend to convey the 
limitations and imperfections which 
were encountered in the review of a 
large body of foreign literature. The 
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wide availability of translated journal 
sources now makes it an easy matter to 
determine if the limitations of Soviet 
medical literature, as outlined in the 
Preface of the monograph, were objec- 
tively presented. These include: insuffi- 
cient basic information pertinent to 
evaluation of morbidity and assessment 
of vaccine efficacy; a paucity of neces- 
sary raw study data; frequently over- 
drawn conclusions; and the superficial 
character and nonspecific documenta- 
tion of publications. An example of 
recognition and attempted improvement 
of some of these problems may be cited 
here. In a report (1958) on “The 
Results of Checking the Work of the 
Journal and Measures to Improve It,” 
the editorial staff and editorial advisory 
board of Zhurnal Mikrobiologii, Epi- 
demiologii i Immunobiologii strongly 
emphasized the need for improving the 
quality of articles and raising the stand- 
ards demanded of authors and review- 
ers.* 

The Soviet review further attempts 
to cast doubt as to the statement made 
in the introduction to the monograph 
to the effect that, “Brucellosis of man 
and animals is considered one of the 
most serious health problems in the 
USSR .. .” and has caused major eco- 
nomic problems. This viewpoint of So- 
viet investigators can be documented by 
specific quotations from the medical and 
agricultural literature of the USSR. 


1954 

“Brucellosis causes great economic losses to 
farms of animal husbandry; therefore the 
eradication of brucellosis is of great im- 
portance to the national economy.” 

“The fight against brucellosis is of greatest 
national significance.” Volkov, I. V. Brucel- 
losis in Agricultural Animals, 1954. 31 pp. 
1955 

“In spite of the fact that considerable 
success has been achieved in the fight against 
brucellosis in agricultural animals, this disease 
still causes great economic losses to the ani- 


* See Zhur. Mikrobiol. Epid. i Immunobiol. 
29,9:157-159, 1958. 
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mal industry.” Muromtsev, S. M., and 
Dobrokhotov, A. M. (editors). Brucellosis in 
Agricultural Animals. Moscow, 1955. 303 pp. 
1957-1958 

“... the incidence of brucellosis has been 
lowered to a considerable degree; neverthe- 
less, the fight against this disease remains one 
of the most important and topical tasks which 
the Soviet Health Service has to face.” 
Gudoshnik, A. N. Zhur. Mikrobiol. Epid. i Im- 
munobiol. 29,8:113-117, 1958. 


1958 

“Elimination of the widespread incidence of 
brucellosis is one of the urgent problems the 
Soviet Health Service has to solve.” Abashidze, 
T. G. Ibid. 29,1:114-119, 1958. 

“Brucellosis is one of the diseases which do 
great economic damage to the livestock in- 
dustry and frequently cause illness among 
human beings.” Studentsov, K. P. Ibid. 29, 
8:133-135, 1958. 

1957-1960 

“Among Q-fever, tularemia, leptospiroses, 
brucellosis and others (sic zoonoses) brucel- 
losis occupies first place in extent of damage 
it causes to the population and economy.” 
Karakulov, I. K. Ibid. 28,10:11-14, 1957. 

“Zoonoses comprise half of all infectious 
diseases of humans in the USSR.” Smirnov, 
S. M. Medit. Rabot. (Feb. 26), 1960, p. 4. 


The major sources of infection which 
contribute to this brucellosis disease 
problem have been clearly documented 
in the monograph. Minor and ancil- 
lary sources were also specifically refer- 
enced with Soviet literature. Discussion 
of the role of laboratory infections and 
the consumption of acidophilic milk 
products was based entirely upon the 
views of Soviet investigators. 


The Matter of Morbidity in the USSR 


The minimum of basic statistical data 
available from the USSR makes esti- 
mates of the morbidity of brucellosis 
speculative, at best. This is clearly 
brought out on pages three and four of 
the monograph, which state: 


. these estimates are highly speculative 
and the Soviet data may be unreliable, as 
evidenced by variable diagnostic criteria, 
inadequate reporting and infrequent publi- 
cation of raw statistical information.” 
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In contrast to the statements made in 
the Soviet review, “incidence” per year 
of new cases was not estimated in the 
monograph. Only the possible preval- 
ence of melitensis type cases for par- 
ticular time periods was estimated. The 
average per cent of the population of 
all endemic areas in the USSR which 
had the disease was derived from Soviet 
literature. These rates were applied 
against the estimated total number of 
persons in contact with sheep and goats 
in endemic areas. The rate used for 
the period before 1940 is consistent with 
the unchanged or increased number of 
cases per year in the 1934-1940 period, 
as reported by Soviet authors.* 

A strong element of doubt was noted 
every time these crude estimates were 
used to explore the extent of brucellosis 
cases in the USSR and the need for 
more reliable information was expressed 
in the very first paragraph of the mono- 
graph preface. 

What then is the extent of brucellosis 
in the USSR? The 1950-1959 new case 
incidence as given in the Soviet review 
is not fully indicative, although public 
release of even this information on num- 
bers of cases is unprecedented with re- 
spect to Soviet literature on brucellosis. 
The table does not indicate what propor- 
tion of these cases are of the melitensis, 
abortus or suis type of disease. It 
neither indicates the attack rate for the 
population of the endemic areas which 
are primarily concerned with the dis- 
ease, nor does it give the precise criteria 
used for diagnosis of these cases. Since 
the Soviet literature emphasizes that the 
melitensis type of disease is the fore- 
most brucellosis problem in man in the 
USSR, many of the cases cited each 
year for the ten year period have a pro- 
longed clinical course and a high rate of 


* Zdrodovskiy, P. F. Brucellosis. Medgiz, 
Moscow, 1953. Smirnov, S. Medit. Rabot. Vol. 
19, No. 32, 1956. Smirnov, S. Zhur. Mikrobiol. 
Epid. i Immunobiol. 29,11:4-12, 1958. Ver- 
shilova, P. A. Ibid. 27, 10:53-57, 1956. 
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chronicity and relapse even after 
therapy. According to Soviet authors, 
45 per cent to 75 per cent of melitensis 
cases in endemic areas of the USSR ap- 
parently become chronic.* Therefore the 
number of cases of melitensis type bru- 
cellosis which required medical care for 
any year between 1950 and 1959 should 
include the new case incidence, in addi- 
tion to the significant number of chronic 
cases which are carried over from pre- 
vious years, as well as the reported 2.5 
per cent to 6 per cent reinfections.+ 
Thus, statements about the “true state 
of affairs,” as referred to in Dr. Zhdan- 
ov’s review, must also answer the ques- 
tion of how many people are suffering 
from brucellosis in the USSR. Further- 
more, it is of critical importance when 
discussing the economic and epidemio- 
logical aspects of brucellosis to consider 
how many livestock are diseased in pro- 
portion to the total holdings, in terms of 
absolute numbers. The almost exclu- 
sive use in Soviet literature of relative 
percentage indexes of morbidity for 
man and animals, which refer to unre- 
vealed base year figures, is misleading. 
Soviet publications make it clear that 
the USSR has made progress in reduc- 
tion of the incidence of brucellosis and 
other infectious diseases in man. How- 
ever, claims based on obscure and con- 
flicting data only serve to detract from 
the effort which went into such progress. 
For example, Dr. Zhdanov claims that the 
incidence of anthrax in man now does 
not exceed 1,000 cases per year in the 
USSR. Yet how is this statement to be 
reconciled with other statements in the 
* Zdrodovskiy, P. F. Brucellosis. Moscow, 
Medgiz, 1953. Rudnev, G. P. Biomitsin. 
Moscow, 1954, pp. 53-54. Ochkur, P. 
Pathological Morphology of Brucellosis in 
Man, 1951. Bogdanov, I. L. Sovet. med. 19, 
1:20-27, 1955, Ochkur, P. P. Arkh. Patol. Vol. 
11, No. 1, 1949. Katsenovich, A. L. Klin. med. 
32.8:42-47, 1954. Blagodarnyy, Ya. A. Vestnik. 
Akad. Nauk Kazak. February, 1956. Smirnov, 
S. M. Zhur. Mikrobiol. Epid. i Immunobiol. 
29,11:4-12, 1958. 
+See Vershilova, P. A. Zhur. Mikrobiol. 
Epid. i Immunobiol. 29,3 :58-62, 1958. 
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Soviet literature (1950) that anthrax 
had been eliminated from the USSR, ten 
years ago? 

“|... Such terrible diseases as rinderpest, epi- 
demic inflammation of the lungs and AN- 
THRAX, have been LIQUIDATED in the 
Soviet Union by the efforts of veterinary 
workers; the morbidity in other diseases has 
been sharply reduced.” (Koropov, V., and 
Borisovich, F. Veterinary Encyclopedic Dic- 
tionary. Vol. 1, 1950, pp. 130-133. 


Furthermore, this quotation is incom- 
patible with the statement in a later 
article that, 

“The incidence of brucellosis in man before 
the introduction of vaccination (sic before 
1952) either increased or remained at a 
high level, showing no tendency to de- 
crease.” 


Similarly, a table in the same article 
by S. M. Smirnov clearly demonstrates 
that, up to 1956, the national incidence 
of brucellosis in cattle was consistently 
well above the 1949 index and the inci- 
dence in sheep and goats had risen by 
230 per cent.* 

The evident need for better reporting, 
collating, and publishing of basic statis- 
tical information on infectious diseases 
in the USSR is well recognized by 
Soviet public health workers. 

“The extensive data which accumulate in 
‘public health centers as a result of com- 
pulsory notification of infectious diseases 
are little used in scientific work... .” 
Yelkin, I. I. Zhur. Mikrobiol. Epid. i Immu- 
nobiol. 28,11:3—11, 1957. 


Indeed the entire issue of Sovetskaya 
Zdravookhraneniye (Soviet Public 
Health 19,10:1-65, 1960) is devoted 
to the need for improvement in report- 
ing and use of public health statistics in 
the USSR. 


The Matter of Claims versus Proofs 


Unquestionably, there exists a major 


effort in the USSR which is pointed 


* See Smirnov, S. M. Zhur. Mikrobiol. Epid. 
i Immunobiol. 29,11:4-12, 1958. 
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toward the problem of brucellosis in 

man and animals and which is now 

showing some tangible results. Further- 

more, Soviet investigations do have a 

contributory bearing on studies and pro- 

grams carried out in other nations. 

Nonetheless, there is no evidence that 

the research, methods, or domestic ac- 

complishments of Soviet public health 
workers preempt the efforts of their 
counterparts in other major countries of 
the world. This generalization applies 
to the literature surveyed in the mono- 
graph and also is consistent with more 
current publications. As aptly stated by 
the editorial staff and advisory board of 

a major Soviet medical journal, 

“. . the lack of references may result in too 
many original discoveries springing up... .” 
Zhur. Mikrobiol. Epid. i Immunobiol. 29, 
9:157-159, 1958. 


The mass inoculation of millions of 
people in endemic areas of the USSR, 
with a live BAI-19 strain, certainly is a 
bold move which requires strong proofs 
of vaccine safety and efficacy. Soviet 
data have not refuted the accumulating 
reports that human sickness is caused by 
this strain. The decision to use live 
vaccine in man (1952) apparently was 
prompted by increasing foci of infec- 
tion and human incidence in the face 
of inadequate veterinary and sanitary 
hygiene measures. At present, three 
strains (BAI-19, a strain 19 derivative 
and an M strain) are used in the USSR 
for immunizing people. A sharp de- 
cline in human incidence has been at- 
tributed largely to this vaccination pro- 
gram, despite the fact that veterinary 
control measures often have not been 
well implemented, particularly in sheep- 
goat foci of Brucella melitensis infec- 
tion. If true, this would indeed be a 
significant public health advance. But 
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one must entertain some reservations 
about such claims until sufficient 
original data are available concerning 
possible untoward reactions, vaccination 
infections, and information on precise 
protection from the vaccine as indicated 
by well controlled field trials. Detailed 
information is lacking on the nature of 
local and generalized postvaccination 
reactions in man. Incidence among vac- 
cinated persons apparently is less than 
among nonvaccinated persons but ranges 
from 0.5 per cent to 8.0 per cent, de- 
pending upon extent of exposure to the 
infection. Furthermore, mass vaccina- 
tion of populations followed by observa- 
tion of incidence from year to year is 
best preceded by incontestable, well con- 
trolled field research. The true value 
of mass inoculation with live brucellosis 
vaccine, especially in areas where neces- 
sary antiepizootological and sanitary- 
hygiene reforms apparently are not fully 
operative, is still to be determined.* 

In summary, the monograph “Bru- 
cellosis in the USSR” (1959) was an at- 
tempt to evaluate the qualitatively vari- 
able but abundant Soviet literature on 
brucellosis. Facts and claims were de- 
rived from the publications of Soviet 
authors. The encouraging response to 
this monograph from investigators and 
practitioners in the United States, in- 
dicates that it is indeed serving a use- 
ful purpose. 


Julian Hoptman, Research Associate, 
Department of Microbiology and 
Community Health, The George Wash- 
ington University School of Medicine, 


Washington, D. C. 


* Vershilova, P. A. Zhur. Mikrobiol. Epid. i 
Immunobiol. 29,3:58-62, 1958. Khodzhayev, 
Sh. Ibid. 29,9:97-99, 1958. Smirnov, S. M. 
Ibid. 29,11:4-12, 1958. Shmuter, M. F., et al. 
Ibid. 31,6:12-16, 1960. 
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ASSOCIATION NEWS 


APHA ANNUAL MEETINGS 
1961—November 13-November 17—Detroit, Mich. 
1962—October 15-19—Miami Beach, Fla. 


FELLOWSHIP IN THE AMERICAN PUBLIC HEALTH ASSOCIATION 


The grade of Fellowship was estab- 
lished in the American Public Health 
Association in 1922. Professional work- 
ers in public health are eligible for 
election as Fellows under certain con- 
ditions and as an indication that they 
have achieved a recognized professional 
standing. The purpose of Fellowship is 
to recognize in each field a superior 
professional stature and performance. 
Criteria for selecting the individual are 
by comparison within his own public 
health specialty. As of January 1, 1961, 
the total membership of the Association 
was 13,155, including 3,635 Fellows, or 
27.6 per cent of the total. 

Questions are frequently asked re- 
garding the requirements for Fellowship 
and the following statement outlines the 
provisions of the current By-Laws gov- 
erning qualification and election. 

Professional public health workers 
who have been members of the Asso- 
ciation for at least two years, and who 
are of established professional standing 
in the field of public health, either em- 
ployed by public or private organiza- 
tions, or in independent private practice, 
are eligible for election as Fellows, upon 
their own initiative or upon invitation 
issued by the Council of the Section 
with which they are affiliated, or by the 
Executive Board acting in place of the 
Section Council when they are not 
affiliated with a Section. Persons in the 
following categories are considered to 
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have an established professional stand- 
ing in public health for this purpose: 


(a) A person who has rendered acceptable 
service for two or more years in a responsible 
public health position and who has been 
awarded in course a degree of Doctor of 
Public Health, Doctor of Science in Public 
Health, Doctor of Philosophy in Public 
Health, Doctor of Medicine with at least one 
year of graduate study in public health in a 
university, Master of Public Health, Diploma 
in Public Health or other equivalent degrees, 
according to standards approved by the Execu- 
tive Board. 

(b) A person who has been awarded in 
course an academic or professional degree 
involving training in public health and who 
has been regularly engaged in health work 
for at least five years, having rendered meri- 
torious service as a health officer or in re- 
sponsible charge of work in either a public or 
private health agency. 

(c) A person who has done notable original 
work in public health or preventive medicine 
of a character to give him a_ recognized 
standing. 

(d) A person regularly engaged in health 
work for at least five years, who has given 
evidence of special proficiency, who has at- 
tained a recognized standing. 

(e) A teacher of public health or one of its 
constituent sciences who has attained distinc- 
tion as an expounder of the principles of 
public health or its constituent sciences. Such 
a teacher shall have had at least five years’ 
experience as a teacher of public health sub-* 
jects. Any years of experience as defined in 
paragraphs (b) and (d) that the applicant 
may have had shall be considered the equiva- 
lent of the same number of years’ experience 
as a “teacher.” 

({) A person not covered by the above, who 
has made substantial contributions to public 
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health work in his chosen branch and who 
has attained a recognized professional standing. 


Persons wishing to apply should re- 
quest a Fellowship application blank 
from the American Public Health Asso- 
ciation Membership Department, 1790 
Broadway, New York 19, N. Y. Appli- 
cations are accepted up to August 1 
each year for consideration by the Gov- 
erning Council at the fall meeting. It 
is important to make clear that mem- 
bers themselves should take the initia- 
tive in submitting such application. AIl- 
though several thousand persons have 
been elected to Fellowship since 1922, 
there are other persons well qualified 
who have never initiated the process. 
Members should not await action by 
others if they wish to attain Fellowship. 
It is proper for them to take the first 
step. 

An application for Fellowship must 
include the names of five references, at 
least two of whom are Fellows of the 
Section with which affiliation is desired. 
The APHA office will assist, on request, 
in determining the Section with which 
prospective references are affiliated. Ap- 
plications from persons not wishing to 
be identified with a particular Section 
and requesting unaffiliated Fellowship 
should include the names of any two 
Fellows of the Association among the 
five references. 

When properly completed, the appli- 
cation is sent to the APHA office. An 
established routine is followed for review 
by the Section Councils (unaffiliated ap- 
plications are reviewed by the Execu- 
tive Board) and by the Committee on 
Eligibility. This Standing Committee of 
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the Association is made up of one 
Fellow from each of the 14 Sections, 
plus a chairman elected by the Execu- 
tive Board. This group is under instruc- 
tions from the Governing Council to 
examine each application in accordance 
with the provisions of the clause of the 
By-Laws chosen by the applicant, and 
to apply the criteria with precision in 
each case. Final election is by the 
Governing Council at the second meet- 
ing at each annual session. 

The privileges of Fellowship include 
eligibility to serve as an officer of the 
Association or of one of the Sections, 
chairman of an Association or Section 
Committee (over one hundred in num- 
ber), or of the Technical Development 
Board, a member of one of the seven 
Standing Committees, a member of the 
Governing Council or Executive Board. 
Some Civil Service and merit system 
records depend upon Fellowship in the 
American Public Health Association as 
an achievement deserving recognition 
in applicants. 

The dues of Fellows are $20 annually 
and include a subscription to the Ameri- 
can Journal of Public Health and other 
services to which members are eligible. 
Life membership is available at $200 
covering all future annual dues. 

Applications for Fellowship to be con- 
sidered at the 89th Annual Meeting in 
Detroit, Mich., November 13-17, 1961, 
should be filed with the Association as 
soon as they are completed, and in any 
case not later than August 1. For 
further information address the Member- 
ship Department, American Public 
Health Association. 
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1961 GOVERNING COUNCIL NOMINATIONS 


The Nominating Committee for Elec- 
tive Councilors has completed its assign- 
ment for this year by submitting the 
following names as its selections of 
Governing Council nominees for 1961. 

Section 1 of Article IX of the Asso- 
ciation By-Laws provides that the Nomi- 
nating Committee, composed of one rep- 
resentative elected by each Section and 
a chairman appointed by the Executive 
Board, shall “present to the Executive 
Director not less than six months before 
the Annual Meeting the names of the 
Fellows selected as nominees for the 
Governing Council. The number of 
nominees shall be not less than two nor 
more than three times the number of 
vacancies which will exist at the adjour- 
ment sine die of the Governing Council 
at the next Annual Meeting.” Section 2 
calls for publication of the nominees to 
be not less than five months before the 
Annual Meeting. 


Gregoire F. Amyot, M.D., D.P.H. 
Provincial Board of Health 
Victoria, B. C., Canada 


Polly Ayers, D.D.S., M.P.H. 
Jefferson County Board of Health 
Birmingham, Ala. 


Katherine Bain, M.D. 
Public Health Service 
Washington, D. C. 


Charles F, Blankenship, M.D., M.P.H. 
Public Health Service 
San Francisco, Calif. 


Edna J. Brandt, R.N. 
State Department of Health 
Berkeley, Calif. 


Theron H. Butterworth, Ph.D. 

National Society for Crippled Children and 
Adults 

New York, N. Y. 


Eugene P. Campbell, M.D., M.P.H. 
Public Health Service 
Washington, D. C. 


Goldie B. Corneliuson, M.D. 
State Department of Health 
Lansing, Mich. 
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Edward Davens, M.D. 
State Department of Health 
Baltimore, Md. 


Paul M. Densen, D.Sc. 
City Health Department 
New York, N. Y. 


James P. Dixon, Jr., M.D. 
Antioch College 
Yellow Springs, Ohio 


Kenneth A. Easlick, D.D.S. 
University of Michigan 
Ann Arbor, Mich. 


Geoffrey Edsall, M.D. 
Institute of Laboratories 
Boston, Mass. 


Jean S. Felton, M.D. 
University of California 
Los Angeles, Calif. 


Anna M. Fillmore, M.P.H., R.N. 
Visiting Nurse Service of New York 
New York, N. Y. 


Franz Goldmann, M.D. 


New Rochelle, N. Y. 
Leonard J. Goldwati«, M.D., Se.D. 


Columbia University 


New York, N. Y. 


Ernest M. Gruenberg, M.D., Dr.P.H. 


Milbank Memorial Fund 
New York, N. Y. 


John J. Hanlon, M.D., M.P.H. 
Temple University 
Philadelphia, Pa. 


Harry G. Hanson, P.E. 
Robert A. Taft Engineering Center 
Cincinnati, Ohio 


Arthur C. Hollister, M.D., M.P.H. 
State Department of Health 
Berkeley, Calif. 


Harold Jacobziner, M.D. 
City Health Department 


New York, N. Y. 
George James, M.D., M.P.H. 


City Health Department 
New York, N. Y. 


Ancel Keys, Ph.D. 
University of Minnesota 
Minneapolis, Minn. 
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M. R. Kinde, M.D. 
W. K. Kellogg Foundation 
Battle Creek, Mich. 


Mary B. Kneedler, R.N. 
State Board of Health 
Raleigh, N. C. 


John W. Knutson, D.D.S., D.P.H. 
Public Health Service 
Washington, D. C. 


Thomas F. Mancuso, M.D., M.P.H. 


State Department of Health 
Columbus, Ohio 


Levitte B. Mendel, M.P.H. 
National Health Council 
New York, N. Y. 


Roy J. Morton, P.E. 
Oakridge National Laboratory 
Oakridge, Tenn. 


James E. Perkins, M.D., Dr.P.H. 
National Tuberculosis Association 


New York, N. Y. 
Ruth R. Puffer, Dr.P.H. 


Pan American Sanitary Bureau 
Washington, D. C. 


Donaldson Rawlings, M.D., M.P.H. 


State Department of Health 
Springfield, Ill. 


Edward S. Rogers, M.D., M.P.H. 
University of California 
Berkeley, Calif. 


Irwin M. Rosenstock, Ph.D. 
Public Health Service 
Washington, D. C. 


Margaret F. Shackelford, M.S. 
State Health Department 
Oklahoma City, Okla. 


Howard J. Shaughnessy, Ph.D. 
University of Illinois 
Chicago, Ill. 


Ray E. Trussell, M.D., M.P.H. 
City Department of Hospitals 
New York, N. Y. 


H. Bradley Wells, Ph.D. 
University of North Carolina 
Chapel Hill, N. C. 


Dorothy Wilson, Ed.D. 


Community Nursing Services 


Philadelphia, Pa. 
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Members and Fellows of the Associa- 
tion are reminded that Section 3 of By- 
Law Article IX states that “upon the 
petition of twenty-five Fellows or mem- 
bers, the Nominating Committee shall 
add the name of any Fellow to the 
nominees selected by it, provided such 
petition is received not less than three 
months before the Annual Meeting.” The 
closing date for the receipt of such 
petition by the Executive Director will 
be August 14, 1961. 

The list of Governing Council nomi- 
nees shown above, plus any that may be 
added by petition, will be carried on the 
official ballot that will be mailed on 
September 14 to all Fellows and mem- 
bers in good standing. There will be 16 
vacancies on the Governing Council to 
be filled. 

The members, and the Sections repre- 
sented, of the 1961 Nominating Commit- 
tee for Elective Councilors are: 


L. M. Graves, M.D. 
Chairman and representing the Unaffiliated 
group 
Heinrich Brieger, M.D. 
Occupational Health Section 
Claudia B. Galiher 
Public Health Education 
William C. Gibson, P.E. 
Engineering and Sanitation 
Bernard G. Greenberg, Ph.D. 
Statistics Section 
Albert V. Hardy, M.D. 
Laboratory Section 
Albert E. Heustis, M.D. 
Health Officers 
Henry W. Kumm, M.D. 
Epidemiology 
Herbert Notkin, M.D. 
Medical Care 
Josephine K. Omura 
Mental Health 
Edward Press, M.D. 
Maternal and Child Health 
Carl L. Sebelius, D.D.S. 
Dental Health 
Warren H. Southworth, Dr.P.H. 
School Health 
Barbara Wilcox, R.N. 
Public Health Nursing 
Dorothy M. Youland 
Food and Nutrition 
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T. LEFOY RICHMAN 


T. Lefoy Richman Joins APHA Staff 
The employment of T. Lefoy Rich- 


man. former associate executive director, 
American Social Health Association, rep- 
resents the most recent (March 15) 
stride forward in the APHA-National 
Health Council plan to serve the 
interests of community health. As a 
member of the APHA staff Mr. Richman 
will coordinate the activities that develop 
from the formation of the projected Na- 
tional Commission on Community Health 
dervices. 

With ASHA since 1955—hence no 
stranger to 1790 Broadway—he had 
primary responsibility for its Division of 
Medicine and Public Health, its research 
program in adolescent behavior, and 
budget development. His work included 
the preparation of technical reports. He 
is the author, for example, of “Today’s 
VD Control Program,” the 1961 Joint 
Statement of the ASHA, American 
Venereal Disease Association, and As- 
sociation of State and Territorial Health 
Officers. 

Mr. Richman came to ASHA from 
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the Public Health Service. There, in 
the Office of Program Promotion, Divi- 
sion of Special Health Services, one of 
his chief duties was to draw up presenta- 
tions of selected programs for submis- 
sion to the Department of Health, Edu- 
cation, and Welfare for approval. The 
program range was wide: VD control, 
tuberculosis, chronic disease, heart 
disease, and environmental health. 

Mr. Richman thus brings an experi- 
ence of breadth and depth to the tasks 
of the group now preparing for the 
establishment of the Commission, and to 
the future work of the Commission 
itself. 

Representatives of the co-sponsors of 
these preparations, APHA-NHC, are on 
the advisory steering committee which is 
now drafting the working proposal for 
the Commission. Nucleus of the APHA 
representation has been a subcommittee 
of the Program Area Committee on Pub- 
lic Health Administration. The NHC 
advisors were drawn from the National 
Advisory Committee on Local Health 
Departments. Staff of both organiza- 
tions have been active in the planning 
sessions. 

To oversimplify, the National Com- 
mission on Community Health Services 
would investigate the new trends in 
health services and new ways of or- 
ganizing them, and at the same time 
explore methods for gearing the more 
“traditional” forms of services to the 
modern needs and demands of the 
nation. The Commission’s timeliness is 
obvious in view of the rapidly changing 
patterns in which voluntary and official 
health agencies are performing their 
missions. The ultimate beneficiaries of 
the Commission’s work will be the pub- 
lic, the health worker, labor and in- 
dustry, and education. 

Further steps will have been taken to 
bring the Commission closer to realiza- 
tion before this announcement appears. 
The advisory steering committee will 
have met again to discuss a plan of 
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action and work schedule and the de- 
velopment of the Commission and staff. 
At that time it is also expected to ap- 
prove a presentation of the proposal for 
funding purposes. This will be used 
to seek both governmental and private 
funds for support, and to guide the staff 
until the Commission and its executive 
have become active. 

The Commission, to be appointed by 
APHA and NHC, will function in- 
dependently, retaining representation 
from its initial sponsors through its 
members and consultants. It will be 
supported by the funds obtained through 
APHA as the contractual agency, and 
the Association will be responsible for 
reviewing technical aspects of its work. 
The Commission would first spend two 
years in fact-finding both on a national 
scale and in selected communities. A 
third year would be taken up with the 
compilation and analysis of data and the 
development of recommendations. <A 
National Conference on Community 
Health Services would firm up recom- 
mendations and provide a forum for 
formulating action. 

When the Commission’s program gets 
under way, Mr. Richman as projects- 
coordinator will work closely with those 
conducting the national survey, be active 
in the planning of the National Con- 
ference, and supervise the preparation 
of the final report of the conference. 


Top Echelon APHA-DHEW Meeting 


On March 8, an APHA delegation 
consisting of Marion W. Sheahan, APHA 
President: Charles G. King, Ph.D.. 
President-Elect; Roscoe Kandle, M.D.. 
Chairman, TDB; Lester Breslow, M.D.. 
Chairman, PAC on Medical Care Admin- 
istration; and Berwyn F. Mattison, 
M.D., Executive Director, met with Sec- 
retary of Health, Education, and Wel- 
fare Abraham Ribicoff; Assistant 
Secretary-Elect Wilbur Cohen; Surgeon 
General Luther Terry; Boisfeuillet Jones, 
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Special Assistant for Health and Medical 
Affairs; and the Commissioner of Social 
Security, William Mitchell. APHA rep- 
resentatives presented the position of 
the Association relative to current legis- 
lation on the control of water pollution, 
federal aid for hospital planning and 
construction, radiological health program 
needs, provision of community health 
services and facilities, and medical care 
for the aged. 


Plans for Congress on Environment 


The Second Congress on Environ- 
mental Health is convening June 6-8 in 
Ann Arbor under the sponsorship of the 
University of Michigan School of Public 
Health, the National Sanitation Founda- 
tion, and the American Public Health 
Association. The stated purposes of the 
congress are: 

“To explore environmental resources and 
their value and usefulness for man in terms 
of needs for industry, government, and con- 
servation—in keeping with health, social, and 
economic trends, and 

“To consider principles and methods of 
practice which will encourage a maximum de- 
velopment of our environmental resources for 
society. 


Two hundred and fifty participants 
representing official and voluntary health 
agencies and groups, industry, and the 
public at large have been invited to 
attend. Proceedings of the congress 
are expected to be published. Frank 
M. Stead, P.E., chairman of the Program 
Area Committee on Environmental 
Health, has represented the Association 
on the Planning Committee. Further 
information from Harry E. Miller at the 
School of Public Health. 


New Edition of CCDM Is Translated 


The Control of Communicable Dis- 
eases in Man, 9th Edition, is now avail- 
able in Spanish for $1 a copy from Pan 
American Sanitary Bureau, WHO 
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Regional Office for the Americas, 1501 
New Hampshire Avenue, N.W., Wash- 
ington 6, D. C. (Attention: Distribution 
Unit). This is the first translation of 
the 9th Edition. A Portuguese transla- 
tion also prepared under PASB auspices 
will be available in mid-1961. 


New Welcome to an Old Neighbor 


From the windows of the central office 
at 1790 Broadway, New York City, staff 
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has an unobstructed view of 10 Co- 
lumbus Circle which houses the head- 
quarters of the National League for 
Nursing. 

Across the country, staff of the West- 
ern Regional Office of APHA is now in 
even closer proximation. NLN’s newly 
established western office has moved in 
next door, same floor, at 693 Sutter 
Street, San Francisco. Irene B. Miller, 
who has headed NLN’s recruitment pro- 
gram, is director. 


Time's Flies 


“A letter from one of our readers, Franklin Spier of the advertising agency. 
Franklin Spier, Inc., sheds new light on the question of Dr. Morgan of Columbia 
University and his flies, which we mentioned in our November issue. According 
to Mr. Spier, the flies were not the property of Dr. Morgan at all, but of Herman 
Muller. ‘one of his young assistant instructors . . . who went on (as you probably 
know) to win considerable fame and the Nobel Prize for his pioneer work on 
mutations in chromosomes.’ 

“‘Instructor Muller,’ continues Mr. Spier, ‘kept his irreplaceable collection 
of many thousands of fruit flies—the basis of his research—in jars which in turn 
were kept in market baskets and stored in the basement of University Hall, a semi- 
finished building which was also headquarters for Spectator, the university band, 
and other campus organizations; and for the Commons, the University eating place. 
One night a tremendous fire broke out in the kitchens of the Commons and pretty 
much gutted the building. Young Dr. Muller, anguished at the possible destruction 
of his priceless flies, organized a rescue squad consisting of the Varsity crewmen 
and other hearty undergraduates, who entered the burning building and brought 
them all out safely. A deed which prevented the total loss of years of research 
and thus enabled science to take a revolutionary step forward.’ 

“We wish that we could report that Mr. Spier was in the vanguard of this 
noble rescue organization, but alas! honesty requires us to state that he was a mem- 
ber of the university band, and had his hands full retrieving his B-flat alto horn.” 

(From—The Pleasures of Publishing (Columbia University Press), Vol. XXVIII, No. 1, 
January, 1961.) 
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Street Plan of Detroit Showing Location of Cobo Hall and Housing 
Bureau Hotels (Number indicates location on map.) 


LY 


VEFFER SON 


HOTELS AND RATES 


Index Parlor 
to Map Hotel Single Doukle Twin Beds Suite 
6 Detroit-Leland ........... $7.50-13.50 $10.50-16.00 $12.00-19.00 $25.00-35.00 
Cass & Bagley Sts. 
6.50-10.50 9.00-13.50 12.50-16.00 25.00-45.00 
Cadillac Square & Bates St. « 
18 Pick-Fort Shelby ......... 6.00-12.75 9.00-15.50 10.50-14.95 23.00-43.50 
525 Lafayette St. 
20 Prince Edward .......... 6.50- 8.50 9.50-11.50 11.50-12.00 21.00-25.00 
Windsor, Ontario 
l Sheraton-Cadillac ......... 8.50-18.00 14.35-20.50 14.85-23.00 29.00-37.50 
1114 Washington Blvd 
7.00-13.50 12.50-17.00 14.00-24.50 29.00-44.00 
1539 Washington Blvd 
5.00- 9.00 9.00-12.00 10.50-15.00 25.00 
Park and Adams Sts. 
6.00- 9.00 8.50-10.00 11.00-18.50 25.00 


Witherell and Elizabeth Sts. 
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DETROIT ANNUAL MEETING, NOVEMBER 13-17 


A Housing Bureau will be operated by the 
Detroit Convention and Tourist Bureau 
for the Association. Since all requests for 
rooms are handled through the Housing 
Bureau in chronological order, it is recom- 
mended that you send in your application as 
soon as possible. 


In making hotel reservations please use the 
blank below, indicating four choices of hotels 
and a specific range in rates from those 
quoted. All requests must give definite date 
and approximate hour of arrival and de- 


MAIL TO: 
eee APHA HOUSING BUREAU 


Detroit Convention & Tourist Bureau 


626 Book Building 
Detroit 26, Mich. 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


ARRIVAL DATE HOUR. A.M...... 


If reservation cannot be made in one of 


elsewhere? Yes 


NAMES OF ALL OCCUPANTS 
(Please bracket those sharing a room) 


Confirm reservation to: 


(Street) 
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parture and the names and addresses of all 
persons who will occupy rooms requested. 


All reservations must clear through the 
APHA Housing Bureau. Requests will be 
confirmed directly by the hotel in which 
the reservation is placed. 


Hotels will hold room reservations only until 
6:00 p.m., unless otherwise specified. 


If you would like accommodations in a 

Detroit Hotel other than those listed 

lease indicate this and an attempt will 
made to place you there. 


PLEASE PRINT OR TYPE 
ALL INFORMATION 


(Please indicate rate range.) 


Single Room ........ Be 
Double Bedroom ..... From 00 
Parlor/Bedroom Suite..From $..........+ 
DEPARTURE DATE.........00. 


the hotels indicated, shall we place you 


ADDRESSES 


(City) (Zone) (State) 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Dr. Allen 
Koplin, 1005 S. 16th St., Birmingham 

ARIZONA PUBLIC HEALTH ASSOCIATION, Verona 
Massey, State Dept. of Public Health, Phoenix 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bldg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAIL PUBLIC HEALTH ASSOCIATION, Martin 
Covitz, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. MeLelland, State Board of Health, Indianapolis 7 

IOWA PUBLIC HEALTH ASSOCIATION, Lioyd Coe, 
lowa Hospital Association. 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. G. 
Owens, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 
MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health. Cambridge 
MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg., 
Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION. D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
us, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1. Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln, Neb. 


The Meeting Year for Affiliates 


The yearly meetings of APHA’s 
Affiliated Societies and Regional 
Branches are important public health 
events which in most cases are reported 
in these columns. Important for many 
a reason, none is more cogent than the 
fact that these meetings draw members 
of the public health community together 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Wil- 
liam J. Chamberlain, 118 W. State St., Trenton 8 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Danie! T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
N. ¥. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 


marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, one Bureau of Health, 203 N.E. 28th Ave., 
Portla 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 

ma J. Petach. R.N., 324 N. Second St., Harrisburg 

PU SERTO RICO PUBLIC HEALTH ASSOC LATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
ay M.D., P. O. Box 25, Foothill Station, Salt 


VIRGINIA. PU BLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40) Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bldg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 


Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines 19, Iowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas 24, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


at least once a year to “exchange experi- 
ences, increase their professional knowl- 
edge, quench their thirst for new ideas, 
banish professional loneliness and isola- 
tion, speak their minds and make de- 
cisions ... in a setting of free as- 
sembly.” 

More than 13,500 health workers and 
interested community leaders attended 
the meetings of 27 affiliates in 1960. 
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No estimate need be added for the un- 
reported number at the other 23 affiliates’ 
meetings to show the drawing power of 
these assemblies. 

The schedule of meetings for affiliates 
which so far have firm dates for 1961 


helps make the picture even more im- 


pressive. 


1961 Annual Meetings 


State 


Alabama 
Arizona 


Arkansas 
California 
Northern 


Colorado 


Connecticut 
(Spring) 
Florida 
Georgia 
Idaho 


Illinois 


Date 


March 16-17 
May 17-19 


May 9-10 


June 2 


May 18-19 


April 20 
October 5-7 
May 21-24 
May 12-13 
April 12-14 


(with Middle States) 


Indiana 


Iowa 
Kansas 
Kentucky 
Louisiana 


Maryland 


Massachusetts 


(Spring) 
Michigan 


Minnesota 
Mississippi 
Missouri 
Nebraska 


New Jersey 

New Mexico 

New York 
City 

New York 
State 

North 


Carolina 


North Dakota 


Ohio 
Oklahoma 
Oregon 
Pennsylvania 


MAY, 1961 


April 27-28 


May 18-19 
April 3-5 
April 11 
April 27-28 
October 


April 20 


May 10-12 


September 28-29 


December 6-8 
May 8-10 


September 21-22 


October 24 
April 20-21 


May 16 
June 6-8 
June 29-30 
April 24-25 
May 16-17 
March 8-10 


October 18-20 
August 20-24 


City 
Mobile 
Grand 


Canyon 
Little Rock 


San Mateo 
Pueblo 


Newington 
Jacksonville 
Savannah 
Lewiston 
Chicago 


Indianapolis 


Des Moines 
Kansas City 
Louisville 
Alexandria 


Brockton 


Grand 
Rapids 
St. Paul 
Jackson 
Kansas City 
Lincoln 


Asbury Park 
Las Cruces 


Rochester 
Greensboro 


Jamestown 
Columbus 
Tulsa 
Corvallis 
University 


Park 


AFFILIATED SOCIETIES AND BRANCHES 


State Date City 
Puerto Rico March 1-3 San Juan 
South 

Carolina May 11-13 Greenville 
South Dakota October 4-6 Huron 
Tennessee October 4-6 Nashville 
Texas March 5-8 Fort Worth 
Utah May 15-16 Salt Lake 

City 

Virginia June 6 Roanoke 
Washington 

State October 15-17 Seattle 
West Virginia May 10-12 Morgantown 
Wisconsin June 20-21 Madison 
Wyoming May 12-13 Casper 
Middle States April 12-14 Chicago 
Southern 

Branch April 12-14 Louisville 
Western San Diego, 

Branch June 26-29 Calif. 


(with U. S.-Mexico Border 
Public Health 


Association 


It is noteworthy that 31 of these 46 
meetings, or two-thirds, take place in 
the period April through June. This 
poses somewhat of a practical editorial 
problem of oversupply of material for 
these columns on occasion. It may in 
part. however, explain to those reporters 
in the affiliates who are prompt in sub- 
mitting news material the occasional de- 
lay of reports appearing in the Journal. 


Reporting So Far: Texas and Kinship 


The Texas Public Health Association 
built the frame of its 36th Annual Meet- 
ing (Fort Worth, March 5-8) around its 
ideal of a family portrait, and called 
the scene Partners in Health. 

TPHA president, Maggie Belle Davis 
of the Nueces County Health Depart- 
ment, Corpus Christi, expressed the 
family spirit of the meeting in her 
printed welcome to delegates. “Since 
knowledge, friendship and love are the 
fruits of life,” she wrote, “our prayer is 
that you will return home with more 
knowledge, more friends, and more love 
for your fellow man.” 
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Symbolic of the partnership theme at 
the first general assembly were the pres- 
ence and presentations of the state health 
commissioner, James E. Peavy, M.D., 
the president of the Texas Medical As- 
sociation, May Owen, M.D., pathologist 
of Fort Worth and the president of the 
Texas Hospital Association, Fred R. 
Higginbotham. 

Using the meeting theme as its topic, 
a panel at the second general assembly 
demonstrated professional interplay in 
action. Mayhew Derryberry, Ph.D. 
(health education, Public Health Serv- 
ice) moderated the discussions of Frank 
Cohen, M.D. (medical society, Fort 
Worth), Bernard D. Daitz, Ph.D. 
(chronic disease, PHS), Vernon G. Mac- 
Kenzie (air pollution, PHS), Harry W. 
Martin, Ph.D. (sociology, Southwestern 
Medical School), and James H. Mc- 
Crocklin, Ph.D. (professor of govern- 
ment, Texas College of Arts and In- 
dustries ) . 

Sections—TPHA has seven—heard 
some papers obviously in keeping with 
the general topic of the meeting, e.g., 
“Who Are the Sanitarian’s Partners in 
Health?,” Dale L. Houghland, director 
of health education, Houston Health De- 
partment—and some less obviously so, 
e.g., “Census Tract Data and its Uses 
in Public Health,” Robert H. Talbert, 
Ph.D., professor of sociology, Texas 
Christian University. 

TPHA bestowed its honors at the 
banquet on: Anne Greer, Woodrow Wil- 


son High School, Dallas, for the best 
essay on “My Partners in Health”—the 
$250 Scholarship Award; J. Curtis Arm- 
strong, health educator, Dallas City 
Health Department, for the outstanding 
success of a departmental inservice train- 
ing program (see A.J.P.H., October, 
1960, page 1635 )—The Dr. B. T. Bryant 
Memorial Award; Chester A. Purcell, 
retired sanitarian of Rogers, Ark., and 
M. Graham Smoot, MGS Productions, 
Austin—Honorary Life Memberships. 
William S. Brumage, M.D., director, 
Division of Cancer and Heart Diseases, 
Texas State Department of Health, was 
incoming president. His fellow officers 
for 1961-1962 are: 
President-Elect—Reuben D. Wende, Houston 
Health Department 
Ist Vice-President—Carl A. Nau, M.D., Uni- 
versity of Texas Medical School, Galveston 
2nd Vice-President—Sam L. Warrington, State 
Department of Health, Austin 
Executive-Secretary and Representative on 
APHA Governing Council—Joseph N. 
Murphy, Jr., State Department of Health 
Laboratories, Austin 


Ophthalmologists from the Fort Worth 
Eye, Ear, Nose and Throat Society set 
up a glaucoma testing center in the ex- 
hibit area for the examination of any 
delegate wishing to avail himself of this 
preventive service. W. V. Bradshaw, 
M.D., director of public health for Fort 
Worth, was chairman of the Local 
Arrangements Committee. TPHA will 
reconvene next in Houston, February 


11-14, 1962. 


American Public Health Association Membership Blank on Page XXXIX 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing. care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or 
Psychiatry and Neurology, and eligibility for 
a medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 
Services, 825 Mililani St., Honolulu 13, 
Hawaii. 


Two Physician Vacancies—Connecticut 
State Department of Health. (1) To be in 
charge of program for coordinated medical and 
social care for illegitimately pregnant mothers 
and babies born out of wedlock. (2) Super- 
vision of well-child conferences, services for 
testing the hearing and vision of preschool 
children, and many other stimulating programs 
for children. Requires completion of general 
internship in an AMA approved hospital and 
not less than two years’ employment in the 
practice of pediatrics or obstetrics, or two- 
year approved internship and M.P.H. degree. 
Merit system, liberal fringe benefits. Reply 
to B. Dearington, State Department of Health, 
State Office Bldg., Hartford, Conn. 


Assistant Director of Public Health— 
M.D. degree, plus three years’ experience in 
public health required. Must be a United 
States citizen, eligible for license to practice 
medicine in the state of Indiana. Salary 
$14,000-$16,000. Duties: investigation and 
quarantine of recalcitrant tuberculosis pa- 
tients, investigation of causes of death where 
not due to foul play, epidemiological investi- 
gations of reported cases of communicable 
diseases, screening-type physical examinations 
and immunizations of school children, and 
physical examination of school teachers and 
Health Division employees. Write to Henry 
G. Nester, M.D., Director of Public Health, 
307 City Hall, Indianapolis, Ind. 


Associate Medical Virologist—Salary 
range $12,980-$15,310. Requirements: gradua- 
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tion from an approved medical school, com- 
pletion of a satisfactory internship, and four 
years’ satisfactory full-time professional re- 
search experience in virology of which two 
years musi have been in research covering 
animal or human viruses. Contact Mr. Richard 
H. Mattox, Director of Personnel, New York 
State Department of Health, 84 Holland Ave., 
Albany 8, N. Y. 


District Health Officer—Salary range 
$12,980-$15,310. Requirements: possession of 
or eligibility for a license to practice medicine 
in New York State, completion of a satis- 
factory internship, and either four years of 
satisfactory public health experience of which 
one year must have been in general public 
health practice in a public health department 
or an-M.P.H. degree and two years of satis- 
factory general public health experience, or 
any combination of education, experience, and 
training which in the opinion of the New 
York State Public Health Council is equiva- 
lent. Contact Mr. Richard H. Mattox, Di- 
rector of Personnel, New York State Depart- 
ment A Health, 84 Holland Ave., Albany 
8, N. Y. 


Assistant District Health Officer—Salary 
range $10,550-$12,590. Requirements: posses- 
sion of or eligibility for a license to practice 
medicine in New York State, completion of 
a satisfactory internship, and either two years 
of satisfactory public health experience of 
which one year must have been in general 
public health practice in a public health de- 
partment or an M.P.H. degree and six months 
of general public health experience, or any 
combination of education, experience, and 
training which in the opinion of the New 
York State Public Health Council is equiva- 
lent. Contact Mr. Richard H. Mattox, Di 
rector of Personnel, New York State Depart- 
Health, 84 Holland Ave., Albany 
8, N. Y. 


Health Commissioner—County unit, serv- 
ing 100,000, Hudson River Valley, with head- 
quarters at Kingston, N. Y. This is an estab- 
lished unit with a well trained staff of 50. 


Experience and training for health officer re- 

ired, and must be eligible for New York 
tate medical license. Salary $15,000, plus 
necessary travel. For details, write to Dr. 
Virgil B. DeWitt, President, Ulster County 
Board of Health, 15 Main St., Kingston, N. Y. 


Commissioner of Health—First County 
Health Department in New York State needs 
top-notch public health physician. Popula- 
tion 80,183. Qualifications include M.D., 
M.P.H., and one year of public health ex- 
perience. Vacations cumulative to 25 days. 
Salary open. Write to Mr. B. J. Wilkinson, 
President, Board of Health, Box 573, Olean, 


County Health Commissioner—for second 
fastest growing county in Ohio. Popula- 
tion 80,000. A fine opportunity for con- 
structive professional work and pleasant rural 
living. Trained staff of ten. Health budget 
for 1961 is $72,846.07. Requires M.D. and 
M.P.H. degrees. Salary and position open. 
Write Dr. A. G. Schulze, Main St., Amelia, 
Ohio. 


Pediatric Consultant—State-wide ma- 
ternal and child health program concerned 
with the physical, mental, and emotional 
health of infants and children. Must be able 
to obtain license to practice in Oregon and 
be eligible for board certification. Starting 
salary open: $1,030-$1,150. Social Security 
and state retirement coverage. Write to 
Mr. A. T. Johnson, Personnel Director, 
Oregon State Board of Health, P. O. Box 
231, Portland 7, Ore. 


District Health Officer—Public health 
administrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hy- 
gienists, health educators, and social workers. 
Requires M.D. and M.P.H. degrees and license 
to practice medicine in Wisconsin. Salary: 
starting rate $1,006, $1,131, or $1,256 per 
month, depending on training or experience 
which can be credited toward board certifica- 
tion in public health. Civil service, vacation, 
sick leave, Social Security, retirement, group 
health and life insurance benefits, travel al- 
lowance. For applications and further in- 
formation write R. J. Siesen, Personnel Officer, 
State Board of Health, State Office Bldg., 
Madison 2, Wis. 


Public Health Nurse—for the city of 
Pasadena, Calif. Salary $466-$568 per month. 
To perform field and clinical work. Excellent 
working conditions and liberal benefits. Re- 
quires R.N. and P.H.N. from the state of 
California. Direct inquiries to Personnel Di- 
rector, Pasadena City Hall, 100 North Garfield 
Ave., Pasadena, Calif. 

Registered Nurse—for the city of Pasa- 


dena, Calif. Salary $365-$444 per month. 
Assists doctors and public health nurses in 


field and clinical work. Excellent working 
conditions and liberal benefits. Requires 
R.N. from the state of California. Direct 
inquiries to Personnel Director, Pasadena City 


Hall, 100 North Garfield Ave., Pasadena, Calif. 


Public Health Nursing Supervisor— 
Staff of 13 visiting nurses. Excellent com- 
munity and working conditions. Public health 
nursing preparation, supervising experience, 
and state registration required. Liberal 
personnel policies. Salary $515-$626. Apply 
to Miss Florence A. Thomas, Visiting Nurse 
Association, 2531 P St., Sacramento, Calif. 


Director of Public Health Nursing— 
County Health Department (population 
82,000). Supervise staff of eight public 
health nurses. Requires bachelor’s degree 
and at least three years’ health department 
supervisory experience. Salary range $505- 
$607, with starting step negotiable to $554. 
Write Health Officer, County Health Depart- 
ment, P. O. Box 360, San Luis Obispo, Calif. 


Staff Nurse—Well organized, long estab- 
lished school health department in lovely 
Santa Barbara. Beginning salary $5,100- 
$5,400; annual increment to $7,485 or $8,200. 
Tenure, 35-hour week, work nine calendar 
months, usual school vacations, B.A. or B.S. 
and P.H.N. required; own car, $150 allow- 
ance. Apply: L. C. N. Wayland, M.D., Santa 
Barbara City Schools,.115 West Victoria St., 
Santa Barbara, Calif. 


Mental Health Nursing Consultant— 
Participate in community mental health pro- 
gram planning and implementation and state- 
level administrative functions; foster integra- 
tion and coordination of mental health con- 
cepts and activities with general public 
health nursing program; act as consultant in 
surveys and research related to the community 
mental health program. Master's degree from 
accredited university program in mental 
health-public health. Salary $6,204-$7,290, 
based on experience. Three weeks’ vacation, 
11 holidays, half-salary retirement. Apply to 
Community Mental Health Services Division, 
Colorado State Department of Public Health, 
4210 East llth Ave., Denver 20, Colo. 


Public Health Nurse—for generalized pub- 
lic health program in scenic area of western 
Colorado. Liberal travel, vacation, and sick 
leave benefits. Requires Colorado registration 
or eligibility with public health preparation, 
or one year of experience in public health 
nursing. Write Director, Mesa County Health 
Department, 515 Patterson Ave., Grand Junc- 
tion, Colo. 


Maternal and Child Health Nursing 
Consultant—Position with the State of 
Hawaii Department of Health, Bureau of Ma- 
ternal and Child Health. Requires five years’ 
nursing experience, of which three years must 
have been in public health nursing and involv- 


VOL. 51, NO. 5, A.J.P.H. 


2 | 
q 
782 


ing one year of teaching or supervisory re- 
sponsibility, graduation from nursing school 
and college, completion of a college program 
in public health nursing, and graduate study 
in obstetrical and/or pediatric nursing. Salary 
$6,156-$7,860 per annum. Write to Depart- 
ment of Personnel Services, State of Hawaii, 
825 Mililani St., Honolulu 13, Hawaii. 


Mental Health Nurse Consultant— 
Voluntary agency offering program of compre- 
hensive nursing care and rehabilitation is in 
the process of developing a mental health pro- 
gram. Liberal personnel policies with salary 
based on preparation and experience. Assist 
in developing and coordinating program of 
follow-up care for patients and consultation 
to staff. Apply to Executive Director, Visiting 
Nurse Association of Chicago, 59 East Monroe 
St., Chicago 3, IIL 


Public Health Nursing Supervisors— 
One in the City Health Department; one in a 
private agency. Program progressive and ex- 
panding. It is completely generalized, includ- 
ing bedside nursing, serving a population of 
about 300,000 in the “All American City” 
and metropolitan area. Salary range $5,122- 
$6,214, beginning step dependent upon qualifi- 
cations. Social Security, retirement, paid in- 
surance, longevity, and other generous person- 
nel policies. Staff Nurses in the same 
agencies; salary range $4,238-$5,356. Write 
Mrs. Gertrude Hoogewind, 303 Ionia, N.W., 
Grand Rapids, Mich. 


Public Health Nurse IU[I—for licensing 
of care facilities program. Inspects and 
evaluates nursing care of patients and facili- 
ties in nursing homes, hospitals, and homes for 
the aged. Salary $4,800-$6,000. Social 
Security and retirement plan. Liberal vaca- 
tion and sick leave policies. Must be able to 
travel throughout the state. Car provided with 
travel expenses. Requirements: three years 
of progressively responsible public health nurs- 
ing experience, including one in supervision 
or consultation. Completion of college program 
approved for public health nursing. Apply: 
4. T. Johnson, Personnel Director, Oregon 
State Board of Health, P. O. Box 231, Port- 
land 7, Ore. 


Public Health Nurse Consultant— 
Generalized nursing consultant to local health 
departments. Bachelor's degree in public 
health nursing: master’s degree desirable. 
Three years’ experience in public health nurs- 
ing, including two in supervision. Salary 
$5.280-$6,600. Liberal travel allowance. 
Social Security and state retirement. Annual 
vacation and sick leave policies. Apply: A. T. 
Johnson. Personnel Director, Oregon State 
Board of Health, P. O. Box 231, Portland 7, 
Ore. 


Public Health Nurses — First _ level. 
Oregon’s state-wide program offers diversity of 
assignment, promotional opportunities, and 
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liberal fringe benefits in scenic recreational 
locations. Must have graduated from an ac- 
credited school of nursing and completed 
one year in public health nursing. Salary 
$4,200-$5,940. Apply: A. T. Johnson, Person- 
ne! Director, Oregon State Board of Health, 
P. —. Box 231, Portland 7, Ore. 


Public Health Nurses—needed to direct 
generalized activities in expanding regional 
programs. Manifold opportunities exist for 
the exercise of initiative and leadership. Im- 
mediate opening for Public Health Nurse III, 
$5,803 annually, in Meadville area. Requires 
bachelor’s degree and three years’ experience, 
Openings. at Public Health Nurse II level, 
$5,007 annually. Requires bachelor’s degree 
and two years’ experience. Equivalent com- 
bination of experience and training will be 
considered. All positions under merit system; 
15 days’ vacation; 15 days’ sick leave; liberal 
retirement benefits. For further information or 
applications please write Mr. Andrew L. Mc- 
Cabe, Personnel Director, Pennsylvania De- 
partment of Health, P. O. Box 90, Harrisburg, 


a. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counsel- 
ing to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
health nursing technics, records, and report- 
ing. Responsible for inservice education pro- 
gram for local public health nurses and 
evaluation of nursing services. Salary range 
$5,700-$6,780, plus travel allowance. B.S. 
degree with major in public health nursing 
and three years’ generalized experience as a 
public health nurse. Special requirement: 
registration or eligibility therefor as a_ reg- 
istered nurse in Wisconsin; certification or 
eligibility for certification as a public health 
nurse in Wisconsin. Write Miss lone M. 
Rowley, Director, Public Health Nursing, 119 
Monona Ave., Madison 3, Wis. 


Senior Public Health Engineer—to direct 
division of sanitation with generalized pro- 
gram in well established County Health De- 
partment. Population 80,182. Vacation 
cumulative to 25 days, sick leave, retirement, 
longevity benefits. Salary open. Must have 
P.E. in New York State within one year and 
five years’ satisfactory sanitary engineering 
experience. Cattaraugus County Health De- 
partment, 302 Laurens St., Olean, N. Y. Send 
application to Dr. Meredith Thompson, 84 
Holland Ave., Albany 8, N. Y., for approval. 


Senior Sanitary Engineer—Salary range 
$9,030-$10,860. Requirements: possession of 
or eligibility for a New York State license to 
practice as a professional engineer, a bachelor’s 
degree in engineering, and progressively re- 
sponsible engineering experience of which at 
least two years must have been in sanitary or 
public health engineering. Contact Mr. 
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Richard H. Mattox, Director of Personnel, 
New York State Department of Health, 84 
Holland Ave., Albany 8, N. Y. 


Assistant Sanitary Engineer—Salary 
range $7,360-$8,910. Requirements: bachelor’s 
degree in sanitary or public health engineer- 
ing and one year of satisfactory experience in 
sanitary or public health engineering, or 
bachelor’s degree in civil or chemical engineer- 
ing and two years of satisfactory experience in 
sanitary or public health engineering, or 
master’s degree in engineering with specializa- 
tion in sanitary or public health engineering. 
Contact Mr. Richard H. Mattox, Director of 
Personnel, New York State Department of 
Health, 84 Holland Ave., Albany 8, N. Y. 


Sanitarian—County Health Department 
(population 82,000); coast and mountains, 
mild climate. Generalized sanitation program. 
Requires registration and experience. Salary 
$419-$505, starting level negotiable to $460 
for well qualified person. Write Health 
Officer, P. O. Box 360, San Luis Obispo, Calif. 


Sanitarian—A young man, trained in pub- 
lic health and sanitation, for the position of 
sanitarian to the Borough of Hanover. The 
work deals with food, dairy, and water bac- 
teriology; isolation and identification, plate 
counts, swab testing and chemical testing: 
establishment and operation of a laboratory; 
restaurant control; and advisor for the Board 
of Health on all public health and sanitation 
programs in cooperation with the health 
officer. The Borough has a population of 
15,000. The starting salary will be $5,500. 
Please communicate by letter with Gabriel 
Zelesnick, M.D., Health Officer, Borough of 
Hanover, 108 Railroad St., Hanover, Pa. 


Director, Bureau of Environmental 
Sanitation—to direct all phases of state-wide 
sanitation programs. Degree in sanitary en- 
gineering or a master’s degree in public 
health and six years’ experience, three of these 
years in a supervisory capacity of a major 
phase of environmental sanitation. Liberal 
vacation, sick leave, and retirement benefits. 
Group insurance available. Merit system status. 
Salary $7,032-$8,784. Write Director of Per- 
sonnel, Virginia State Health Department, 
Richmond 19, Va. 


Virologist—with doctoral degree and ex- 
perience, to head well-equipped public health 
virus laboratory. Starting salary dependent 
on qualifications. Range: $740-$890. Con- 
tact Administrative Officer, State Board of 
Health, Helena, Mont. 


Radiologist—to direct Tumor Clinic in 
upstate New York. Deep and_ superficial 
x-ray therapy, radium, and isotopes. Good 
personnel policies, vacation, sick leave, re- 
tirement, and Social Security benefits. For 
details, write to Box M-28, Employment 
Service, APHA. 
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MICROBIOLOGIST — 
SEROLOGIST 


for clinical laboratory 


Duties: Include the management of all 
bacteriology, parasitology, mycology 
and serologies plus the supervision of 
about five technicians. 


Minimum Qualifications: Ph.D. with 
three or more years of clinical labora- 
tory experience in a large hospital or 
public health institution. 


Location: Northeast Ohio. 


Starting Base Salary: $8,000 with 
$500 per year increments for the 
following two years. Future raises 
are then dependent upon the increas- 
ing volume of work. 


Submit curriculum vitae: 
Box L-79, Employment Service 
American Public Health Association 
1790 Broadway, New York 19, N. Y. 


Chief Consultant Psychologist—for plan- 
ning, consultation, and supervising comprehen- 
sive psychological services in a state-wide com- 
munity mental health program. Knowledge 
of research methods, community organization, 
teaching, and consultation with nonprofes- 
sionals. Ph.D. in psychology. At least four 
years’ progressively responsible experience in 
psychology, including minimum of one year 
in community mental health work. Salary 
range $600-$745; proposed effective July 1, 
1961, $685-$845. Apply to A. T. Johnson, 
Personnel Director, Oregon State Board of 
Health, P. O. Box 231, Portland 7, Ore. 


Supervising Psychologist — State-wide 
community child guidance program. Minimum 
of four years’ experience as psychologist in 
child guidance work and doctoral degree in 
psychology. Proposed salary range $655-$810. 
Apply to Mr. A. T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P. O. 
Box 231, Portland 7, Ore. 


Health Research Personnel—for three- 
year study of factors influencing public ac- 
ceptance of preventive health services in a 
metropolitan region. Excellent opportunity 
to develop permanent applied-research or- 
ganization in community health field, affiliated 
with research-oriented health planning coun- 
cil in the Midwest. Study supported by Pub- 
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lic Health Service grant, beginning September 
1, 1961. Study Director—Social psycholo- 
gist or sociologist, Ph.D., experience in ap- 
plied research, preferably in health field, 
desirable. University teaching affiliation pos- 
sible. Salary open. Health Educator— 
M.P.H. Social science degree and/or experi- 
ence in health education research desirable. 
Will be responsible for development of ex- 
perimental health education programs. Salary 
open. Statistical Analyst—M.A. bio- 
statistics, or equivalent. Salary open. Write 


Box M-29, Employment Service, APHA. 


Public Health Analyst and Registrar— 
Position available requiring graduation from 
college and one year of experience in techni- 
cal research or statistical work in public health 
welfare. Salary $5,892-$7,368. Contact San 
Mateo County Civil Service Commission, 
Court House, Redwood City, Calif. 


Biostatistician—for the Colorado State De- 
partment of Public Health. Offices in Denver, 
Colo. Salary $492-$628. Address inquiries to 
Dalton Roberts, Chief, Administrative Services, 
Colorado State Department of Public Health, 
4210 East Ilth Ave., Denver 20, Colo. 


Associate Biostatistician—Salary range 
$9,030-$10,860. Requirements: master’s de- 
gree from an approved school of public health 
with specialization in biostatistics, or a 
master’s degree in statistics and three years 
of satisfactory professional statistical experi- 
ence, of which at least one year must have 
been in public health or a medical agency. 


EMPLOYMENT SERVICE 


Contact Mr. Richard H. Mattox, Director of 
Personnel, New York State Department of 
Health, 84 Holland Ave., Albany 8, N. Y. 


Senior Biostatistician — Salary range 
$7,000-$8,4°0. Requirements: bachelor’s de- 
gree, including or supplemented by 15 credit 
hours in mathematics or statistics of which at 
least six credit hours must be in statistics, 
and two years of satisfactory experience in 
professional statistical work of which one year 
must have been in a public health or medi- 
cal agency. Postgraduate training in statistics 
may be substituted for the general statistical 
experience on an equivalent basis. Contact 
Mr. Richard H. Mattox, Director of Person- 
nel, New York State Department of Health, 
84 Holland Ave., Albany 8, N. Y 


Health Educator—to work on state-wide 
program with local health departments and 
voluntary agencies. Unlimited opportunity for 
program development. Master's degree in 
health education and two years’ experience. 
Salary $5,880-$7,344. Liberal vacation, sick 
leave, group insurance, and retirement allow- 
ances. Merit system status. Write Personnel 
Director, Virginia State Health Department, 
Richmond, Va. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320- 
$5,400 per year, plus liberal travel allowance. 
Write to J. H. White, M.D., Director, Weld 
County Health Department, P. O. Box 521, 
Greeley, Colo. 


POSITIONS WANTED 


On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Teacher of Preventive Medicine and 
Public Health—M.D., Dr.P.H. Desires senior 
teaching position on medical school or public 
health school faculty. Numerous publications. 
Research, teaching, administrative, and health 
department experience. Special interests are 
epidemiology, preventive medicine, and _bio- 
statistics. Box PH-13, Employment Service, 
APHA. 


Physician—M.D., M.P.H., Dr.P.H.; mem- 
ber, American Board of Pediatrics. Many 
years’ experience in private practice, well 
baby clinics, and medical school teaching. 
Interested in part-time (evenings) college or 
university teaching in the Los Angeles, Calif., 
area. Box PH-14, Employment Service, 
APHA. 


Microbiologist-Immunologist — Research 
and teaching experience in bacteriology and 
parasitology. Presently on medical school 
faculty. Desire faculty appointment com- 
mensurate with qualifications, with oppor- 
tunity for independent research. Would also 


MAY, 1961 


consider a position in a medical foundation, 
or in a city, county, or federal institution 
affiliated with a medical school. Box L-80, 
Employment Service, APHA. 


Health Director—Responsible, challeng- 
ing executive position desired. M.P.H. in 
public health science, Ph.D. candidate in 
health education-public health, with strong 
background in sciences, economics, and edu- 
cation. Enjoy teamwork. Will consider re- 
location in the United States or abroad. 
Presently regional executive director of na- 
tional organization dealing with community 
organization, education, and programing. 


‘P.O.B. 1024, Langley Park, Md. 


Public Health Educator—Age 29; 
M.P.H., Yale University. Experienced in 
local health departments, tuberculosis, and 
malaria campaigns. Desire position in state 
or local health department or voluntary 
agency. Excellent command of Spanish. Box 


HE-98, Employment Service, APHA. 


785 


|| 


BOOK REVIEWS 


All reviews are prepared on invitation. 


THE GENTLE LEGIONS—By Richard Carter. 
Garden City, N. Y.: Doubleday, 1961. 335 pp. 
Price, $4.50. 


Here is the story of the voluntary 
health agencies of this country told in 
a fascinating style, and told more ade- 
quately than has been done in recent 
years, if ever. Mr. Carter is a gifted 
writer which enhances his personal ex- 
perience with one of the larger national 
health agencies and he shares with the 
reader his extensive research into the 
philosophy of philanthropy and the pres- 
ent-day work of these agencies in gen- 
eral. He relates in a manner seldom 
equaled before, the day-to-day and year- 
to-year activities of the legions of volun- 
teer health workers on the main streets 
and bypaths across the nation, and the 
satisfaction they get from their dedi- 
cated service, as well as the benefits 
rendered the public through their neigh- 
borly health education. For once, he 
has given appropriate credit to the paid 
workers of national and local health 
agencies who guide and inspire the 
volunteers. 

He points out the basic fallacies of 
the united fund drives. He misses good 
support for his thesis, however, by fail- 
ing to mention that these are the same 
fundamental faults which caused the de- 
cline of their predecessors, the Associ- 
ated Charities and the Community 
Chests, namely, that they could not con- 
tinue to provide their subscribers with 
the satisfaction of knowing just what 
their charitable dollar does. 

Mr. Carter fails to raise a question 
which seems obvious to many: Why 
should anyone but the owner of a busi- 
ness be solicited at his place of busi- 
ness? He does suggest, however, that 
the answer might possibly be that the 
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corporate gift expected of the business 
itself might be reduced gracefully if the 
employer is credited with raising unex- 
pected amounts from his employees. 
Mr. Carter has made a timely and 
impressive contribution to thoughtful 
people who wish to hear both sides of 
the current controversy between united 
funds and voluntary health agencies, 
before making up their minds where to 
place their philanthropic dollar. Per- 
haps the most significant thing about 
this book is the fact that no one of the 
great voluntary health agencies could 
have done this as effectively for them- 
selves, or on behalf of their whole group 
together. Mr. Carter does not hesitate 
to point out this phenomenal weakness 
in the voluntary health organizations. 
Priceless as is the work of many of 
them, they have not, so far as many of 
the giving-public are concerned, worked 
together for the common weal of the 
nation’s total health. They give the im- 
pression that they cannot. Perhaps if 
every voluntary health worker reads this 
book, he will be more of a mind to try. 
W. P. SHeparp 


SCIENCE AND MEDICINE OF EXERCISE 
AND SPORTS—Edited by Warren R. John- 
son. New York, N. Y.: Harper (49 East 33rd 
St.), 1960. 740 pp. Price, $12.00. 


This is an unusual publication which 
brings together in one volume reviews 
by physiologists, psychiatrists, physical 
educators, physicians, and other experts 
who summarize some of the aspects of 
present knowledge about exercise and 
sports. There is growing interest, of 
course, in the role of physical activity 
in health and disease and the reviews 
of these 42 contributors provide useful 
orientation, especially on the physiology 
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of exercise. A good feature at the 
beginning of each chapter is a non- 
technical summary. The book has the 
limitation inherent in a collection of 
reviews by a large number of authors 
from various disciplines. Many inter- 
esting facts from many areas of inves- 
tigation are presented. Some idea of 
the scope can be obtained from the six 
major sections of the publication. The 
subject is reviewed in relation to the 
following aspects of exercise and sports: 
structural and mechanical; physiologi- 
cal: maturing and aging; psychologi- 
cal: cultural and historical; therapeutic. 
The volume should be useful particu- 
larly to students and teachers of physi- 
cal education and physicians concerned 
with sports programs. 
Georce M. WHEATLEY 


AIR POLLUTION MANUAL— Part |... 
Evaluation. Detroit, Mich.: American Indus- 
trial Hygiene Association (14125 Prevost), 
1960. 194 pp. 


This manual contains a wealth of in- 
formation on air pollution that will be 
found most useful to people in industry, 
health workers, administrators, and tech- 
nical personnel who are concerned with 
or desire information about incidents 
and effects of air pollution and means 
of its measurement. It is written simply 
enough to be meaningful to a wide 
range of people, while at the same time 
provides scientific or factual answers to 
questions that are most frequently asked. 

It is authored by 13 scientists who are 
recognized nationally for their leader- 
ship in air-pollution control. Through 
this arrangement this manual has pulled 
together an extensive coverage of infor- 
mation on status of legal controls; eco- 
nomic losses; the effects of air pollution 
on health, vegetation, and animals; cost 
of “control; instrumentation; meteor- 
ology: odors; radiation; and industrial 
site selection. 

Persons interested in air-pollution con- 
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trol will find this a valuable reference, 
as well as a guide for procedures in 
air-pollution control. The manual makes 
an excellent source of reference which 
provides documentation for easy access 
to the important articles which have 
been reported elsewhere. 
Herbert J. DUNSMORE 


ZINSSER MICROBIOLOGY (12th ed.)— 
By David T. Smith, et al. New York, N. Y.: 
Appleton-Century-Crofts (35 West 32nd St.), 
1960. 1026 pp. Price, $13.00. 


The 12th edition of this book now 
includes all the categories of biologic 
agents of disease. This has been accom- 
plished by adding to the already exist- 
ing information on bacteria, rickettsiae, 
viruses, and fungi, four new concise 
chapters which deal with the parasitic 
protozoa and helminths endemic in the 
United States, exotic parasites which 
could be imported into this country 
from other areas of the world, and with 
those arthropods which may serve as 
vectors of some of the other disease 
agents. Included in these chapters are 
a number of excellent figures and plates 
taken largely from Belding’s Textbooks 
of Clinical Parasitology 1952 and 1958. 
Certain factors in the epidemiology and 
control of the parasitic diseases are dis- 
cussed in five instances. Although this 
procedure has not been followed in any 
of the other chapters, it would tend 
to make this a more comprehensive text- 
book if such information accompanied 
every important disease agent discussed. 

The remainder of the book contains 
very few changes. Among these are 
a partial revision of the chapter dealing 
with general morphology and reproduc- 
tion of bacteria, new short sections on 
the enteroviruses, Asian influenza, and 
hemadsorption and other parainfluenza 
viruses, the addition of a table on re- 
cently isolated viruses which cause re- 
spiratory infection, a revision of the 
table on Coxsackie virus infections and 
the updating of some figures in the 
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tuberculosis chapter. Otherwise the pagi- 
nation and references have been re- 
tained in most part from the 11th 
edition. Since the 11th edition was 
published in 1957 following a very 
extensive revision of the 10th, the fact 
that there have not been many changes 
in most of the chapters may reflect the 
thoroughness of the previous revision. 

It might have been of value if the 
authors had decided to include a de- 
scription of the Fluorescent Antibody 
Techniques in the chapters on Antigens 
and Antibodies and on _ Technical 
Methods. Even though still experi- 
mental, they are of sufficient importance 
to have received some mention. 

This is a useful book and should 
prove of value to those workers and 
students in the medical and _ public 
health fields who wish to have at hand 
a single and concise reference book. 

Anna C. GELMAN 


INDUSTRIAL PULMONARY DISEASES— 
Edited by E. J. King and C. M. Fletcher. 
Boston, Mass.: Little, Brown (34 Beacon St.), 
1960. 273 pp. Price, $8.50. 


For those physicians interested in oc- 
cupational medicine and chest diseases, 
this book offers a series of lectures de- 
livered in 1957-1958 at the Postgradu- 
ate Medical School of London by out- 
standing authorities in their field. They 
are short, well written, documented, and 
illustrated. Various aspects of pulmo- 
nary diseases in industry are covered, 
and especially worth mentioning are 
the chapters on Disturbance of Pulmo- 
nary Function and Pulmonary Function 
Tests in Epidemiology. In research in 
pulmonary diseases this manual could 
be utilized for a quick reference. 

A statement which might prove pro- 
vocative in this country in the chapter 
on Radiologic Diagnosis of Pneumoco- 
niosis is worth quoting: “Lung biopsy 
is very rarely indicated for the diag- 
nosis of pneumoconiosis. In the U.S.A. 
it is frequently done in order to estab- 
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lish a claim for compensation. For- 
tunately, in this country, the Pneumoco- 
niosis Medical Panels usually give doubt- 
ful cases the benefit of the doubt.” 

In the chapter on Pneumoconiosis in 
Cornwall it would appear that in a tin 
mine applicants are x-rayed before em- 
ployment, but further x-rays are volun- 
tary. “Any attempt to introduce oblig- 
atory routine x-ray supervision is vig- 
orously resisted, and will be so until 
the tuberculous miner is assured that 
he and his family will not lose finan- 
cially if he is removed from the mine.” 
This is contrary to accepted principles 
of preventive medicine in industry. 

It is with interest that one notes in 
the lecture on Rheumatoid Disease and 
Pneumoconiosis that there is no obvious 
relationship between the severity and 
activity of arthritis and the x-ray find- 
ings of the lung. While this subject is 
covered so adequately there is very little 
mention of bagassosis and pulmonary 
fungus diseases which would be likely 
to be seen in the working population, 
if not in England, then in areas of the 
British Commonwealth. 

Since bronchitis is encountered so 
frequently in occupational medicine in 
England as a cause of morbidity and 
mortality, the chapter on bronchitis 
is most revealing with its statistical 
analyses. BerNaRD BEHREND 


ORIGINS OF ALCOHOLISM—By William 
McCord and Joan McCord. Stanford, Calif.: 
Stanford University Press, 1960. 193 pp. 
Price, $4.75. 


“Origins of Alcoholism” is destined to 
become one of the fundamental research 
documents in the alcoholism field. This 
book is a report on a study which 
begins with a group of boys and traces 
them to adulthood. Some of the boys 
turn out to be criminals, some alcoholics, 
while others never come into conflict 
with the mores of society. This publi- 
cation compares that group of boys who 
became alcoholics with the majority who 
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have not been identified by their com- 
munity as “deviants.” The book is a 
working of factual data which fail to 
confirm many popular theories concern- 
ing the nature of alcoholism. It de- 
scribes a consistent, statistically signifi- 
cant pattern of the typical alcoholic 
who, as a child, underwent a variety of 
experiences that heightened inner stress, 
intensified his desire for love, and pro- 
duced a distorted self-image. The book 
concludes by drawing together the vari- 
ous strands of evidence in some tenta- 
tive conclusions concerning the nature 
of alcoholism. This is recommended 
reading for all public health workers 
because it is an obvious cornerstone in 
the scientific endeavor to understand 
alcoholism. Joun R. Puite 


DECISION MAKING IN HOSPITAL AD- 
MINISTRATION AND MEDICAL CARE— 
James A. Hamilton. Minneapolis, Minn.: 
University of Minnesota Press, 1960. 710 pp. 
Price, $10.50. 


This is a casebook which makes an 
important and needed contribution to 
the materials available for teaching in 
the field of medical and hospital ad- 
ministration. The author has culled a 
large number of cases out of his ex- 
tensive consultant experience, has pre- 
pared them for student use, and has 
tested them in the classroom. 

First, there are eight “problem-defi- 
nition exercises” aimed at helping to 
define the basic issues in the situation, 
each of which is briefly described. This 
is followed by 130 “problem-solving” 
cases which occupy five-sevenths of the 
bulk of book. They cover a wide range 
of subject matter from such subjects 
as determining needs for hospital facili- 
ties and hospital-health department in- 
tegration to maintenance service, pro- 
fessional staffing of the nursing unit, 
alternative laundry services, and _pro- 
curing nonpatient income. In this group, 
each case description is followed by a 
basic question which usually starts with 
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the Words, “What recommendations do 
you think. . . .” There is also a list 
of provocative complementary questions. 

Four “comprehensive” cases are also 
presented in substantial detail. These 
are quite complex and their presenta- 
tion is comprehensive. The last chapter 
presents 96 “curbstone” cases. These 
are short descriptions of situations apt 
to confront an administrator and re- 
quiring immediate attention. 

In the preface, the author states that, 
in the 19 graduate programs in hospital 
administration, the “. . . major teaching 
effort is devoted to administration,” and 
that stress “. . . must also be placed 
upon the environment in which the ap- 
plication of the principles and processes 
occurs.” This book can be most helpful 
in exactly that manner for the field 
and medical and hospital administra- 
tion. Portions of it are also directly 
pertinent to public health, nursing, and 
public administration. 

Ceci, G. SHEPS 


WHAT PRICE MEDICAL CARE?—By Sir 
Earle Page. Philadelphia, Pa.: Lippincott 
(East Washington Square), 1960. 160 pp. 
Price, $3.50. 


Sir Earle Page, former prime minister 
and minister for health of Australia, 
has written an interesting book on the 
Australian Health Plan. The subtitle 
“A Preventive Prescription for Private 
Medicine” accurately describes the au- 
thor’s point of view and the scheme 
itself. Following the defeat of the Labor 
Government in the 1949 elections, the 
new government enacted a series of 
measures in response to the threat of 
a New Zealand or British type health 
service. The author pays tribute to the 
example of the United States and in 
particular to Blue Cross and Blue Shield. 

In brief, it may be said that Sir Earle 
Page provides us with an adequate de- 
scription of the emotional and political 
framework of the Australian Health 
Plan. In this volume, however, he does 
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not give us an answer to some Of the 
problems we face ourselves in our pre- 
ponderantly fee-for-service practice of 
medicine. Frank VaN DyKE 


MICROBIOLOGY — Historical Contributions 
from 1776 to 1908—Edited by Raymond N. 
Doetsch. New Brunswick, N. J.: Rutgers Uni- 
versity Press, 1960. 233 pp. Price, $5.00. 


The book is a collection of 15 original 
publications by past generations of 
microbiologists, each having marked an 
advance in knowledge of general mi- 
crobiology. The specializations of today 
can be traced to their origin but the 
concern is with the development of the 
broader scientific discipline. Each 
article is in the original text, in most 
instances complete. Those in languages 
other than English have had careful 
translation. A brief biographical intro- 
duction accompanies each, with an ap- 
pended list of references. The book in- 
cludes a photograph of each investi- 
gator, along with illustrations from the 
original papers. 

The first five contributions deal with 
the beginnings of knowledge about 
microbes, to be remembered as coming 
primarily from a naturalist, a physiolo- 
gist, a chemist, a physicist, and a 
surgeon. In chronological order are 
papers on the role of microbes in 
fermentations, the development of lab- 
oratory methods, principles of classifica- 
tion, and the importance of micro- 
organisms as biological entities. The 
book starts with Spallanzani and it 
ends with Orla-Jensen. Two Americans 
are included, the phytopathologists 
Thomas J. Burrill and Erwin R. Smith. 
General agreement on such a list of 15 
is not to be expected. I was pleased to 
find included the creator of the ecologic 
approach to microbiology, Beijerinck. 

There is a fascination in direct con- 
tact with the original sources of great 
works, and also much profit—to see how 
ideas evolved, to learn how they were 
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related to existing facts, and how the 
problem was attacked experimentally. 
Anyone with a fundamental interest in 
microbiology or in the communicable 
diseases will want to own this book, to 
read it and recall the conquests of past 
years, and perhaps find some that are 


not so familiar. Joun E. Gorpon 


BASIC PSYCHIATRIC CONCEPTS IN 
NURSING—By Charles K. Hofling and 
Madeleine M. Leininger. Philadelphia, Pa.: 
Lippincott (East Washington Square), 1960. 
540 pp. Price, $6.25. 


This volume is intended as a textbook 
in psychiatry and human behavior for 
student nurses and as a reference for 
graduate nurses. It emphasizes the 
dynamic aspects of the subject, con- 
centrating not only on the care of pa- 
tients, but also on helping the nurse 
understand her own emotions and re- 
actions. Its applicability is not limited, 
therefore, to the hospital environment, 
but may relate to other human situa- 
tions as well, including the public health 
setting. 


THE ORGANIZATION OF PSYCHIATRIC 
CARE AND PHYCHIATRIC RESEARCH 
IN THE UNION OF SOVIET SOCIALIST 
REPUBLICS—By Nathan S. Kline. New York, 
N. Y.: New York Academy of Sciences (2 
East 63rd St.), 1960. (Reprinted from the 
Annals of the New York Academy of Sciences, 
Vol. 84, Art. 4.) pp. 147-224. Price, $3.00. 


This is a first-rate description and 
analysis of psychiatric care and research 
in the USSR based on the author's 
firsthand observations. Comparison of 
American and Soviet patterns of psy- 
chiatric care indicates that each is 
strongest in what the other is weakest. 
By contrast with the Soviet Union, 
American institutional facilities are 
more modern, the psychiatric pharma- 
copeia more richly developed, personnel 
much better trained. Soviet emphasis 
is on the development of community- 
based facilities, maintenance of patients’ 
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linkages with family and community, 
and reintegration of patients into the 
occupational system—areas in which 
American efforts do not shine. 

As regards psychiatric research, the 
Soviet Union accords relatively greater 
social and economic prestige to research 
workers than does the United States and 
conducts training programs for propor- 
tionately larger numbers of investigators. 
Psychiatric research in the United 
States, however, is marked by considera- 
bly greater flexibility than is the USSR 
in the development and evaluation of 
new concepts and approaches. 


BOOKS RECEIVED 


THE EVOLUTION OF MAN'S CAPACITY 
FOR CULTURE—Arranged by J. N. Spuhler. 
Detroit, Mich.: Wayne State University Press, 
1959. 85 pp. Price, $3.50. 


The six essays and summary that com- 
prise this interesting volume deal with 
the course of biological development 
that produced man’s bodily structure 
and with the effects of primate be- 
havior and the use of tools on the 
evolution of man’s body and brain. The 
authors view man’s evolving capacity 
from six viewpoints, those of anatomy, 
physiology, psychology, language, cul- 
ture, and society. 


BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Action ror Mentat Heattn. Final Report 
of the Joint Commission on Mental Illness 
and Health 1961. New York, N. Y.: Basic 
Books, 1961. 338 pp. Price, $6.75. 

Apvances IN VeTertnary Science. Vol. 6. 
Edited by C. A. Brandly and E. J. Jungherr. 
New York, N. Y.: Academic Press, 1961. 
382 pp. Price, $12.00. 

Apvances 1n Virus Researcu. Vol. 7. Edited 
by Kenneth M. Smith and Max Lauffer. 
New York, N. Y.: Academic Press, 1961. 
397 pp. Price, $10.00. 

Acinc: Procresstve ProcramMinc. Public 
Welfare Project on Aging. Chicago, IIL: 
American Public Welfare Association, 1961. 
41 pp. Price, $1.25. 

Art or Keepine Fir, Tue. How the successful 
male can avoid going to seed. Editors of 
Esquire. New York, N. Y.: Avon, 1961. 
349 pp. Price, $.60. 

Cuotera—Its Pathology & Pathogenesis. 
S. N. De. Springfield, Ill: Thomas, 1961. 
141 pp. Price, $5.50. 

Coucn THE Circe. A Story of Group 
Psychotherapy. Hyman Spotnitz. New 
York, N. Y.: Knopf, 1961. 275 pp. Price, 
$4.50. 

Druc Appicetion: Crime or Disease. Interim 
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and Final Reports of the Joint Committee 
of the American Bar Association and the 
American Medical Association on Narcotic 
Drugs. Introduction by Alfred R. Linde- 
smith. Bloomington, Ind.: Indiana Uni- 
versity Press, 1961. 173 pp. Price, $5.00. 

DunuaAm’s Premature Inrants (3rd ed.). 
William A. Silverman. New York, N. Y.: 
Hoeber, 1961. 578 pp. Price, $15.00. 

For Younc Aputts Onty. The Doctor Dis- 


cusses Your Personal Problems. Frank 
Howard Richardson. New York, N. Y.: 
Tupper and Love, 1961. 133 pp. Price, 


$2.95. 

Frustration. The Study of Behavior With- 
out a Goal. Norman R. F. Maier. Ann 
Arbor, Mich.: University of Michigan Press, 
1961. 264 pp. Price, $1.95. 

IMPRESSIONS OF Ecropean Psycuratry. Walter 
E. Barton, et al. Washington, D. C.: Ameri- 
can Psychiatric Association, 1961. 128 pp. 
Price, $4.00. 

MEMORANDUM ON THE MOTIVATIONS OF 
Mippie-Acep Women In THE Lower Epv- 
CATIONAL Brackets TO Return TO Work. 
Institute for Motivational Research. New 
York, N. Y.: Jewish Vacation Association, 
1961. 30 pp. Price, $.75. 
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Parents oF THE Hanpicaprpep. Alfred H. 
Katz. Springfield, Ill.: Thomas, 1961. 155 
pp. Price, $6.00. 

ParTIcIPATION OF SociAL Workers Meopt- 
cat Epucation. New York, N. Y.: Na- 
tional Association of Social Workers, 1961. 
60 pp. Price, $2.00. 

Proceepincs or THE NATIONAL CONFERENCE 
on Water December 12-14, 
1960. Washington, D. C.: Gov. Ptg. Office, 
1961. 607 pp. Price, $2.25. 

Psycuotocy anp Epucation. Hirsch Lazaar 
Silverman. New York, N. Y.: Philosophical 
Library, 1961. 163 pp. Price, $3.75. 

Psycuotnerary Retationsuip, Tue. William 
U. Snyder and B. June Snyder. New York, 


N. Y.: Macmillan, 1961. 418 pp. Price, 
$7.50. 
Recent Apvances 1x Tropica Mepicine 
(3rd ed.). Sir Neil Hamilton Fairley; 
A. W. Woodruff; and J. W. Walters. 


Boston, Mass.: Little, Brown, 1961. 480 pp. 
Price, $11.00. 

Recrurrinc ror Socia, Work. Elizabeth R. 
Jacobs. New York, N. Y.: National As- 
sociation of Social Workers, 1961. 72 pp. 
Price, $1.25. 


Retirement Vitiaces. Edited by Ernest W. 


Ann Arbor, Mich.: University of 
Michigan, Division of Gerontology, 1961. 
156 pp. Price, $3.50. 

Sickness Survey or Denmark, 1951-1954, 
Tue. Published by the Committee on the 
Danish National Morbidity Survey. Text 


Burgess. 


by Marie Lindhardt. Copenhagen, Den- 
mark: Munksgaard, 1960. 262 pp. 

SPECIFICATIONS FOR Pesticipes (2nd ed.). 
World Health Organization Publication. 
New York, N. Y.: Columbia University 
Press, 1961. 523 pp. Price, $10.00. 

Stanparp Metnops or CLinicaL CHEMISTRY. 
Vol. 3. American Association of Clinical 
Chemists. David Seligson, editor-in-chief. 
New York, N. Y.: Academic Press, 1961. 
230 pp. Price, $6.50. 

Textsook or PuystoLocy (14th ed.). W. W. 
Tuttle and B. A. Schottelius. St. Louis, Mo.: 
Mosby, 1961. 547 pp. Price, $7.00. 

Women «tN THE Mippte Years. A report on 
the Second Conference on Middle Age. 
New York, N. Y.: Jewish Vacation Associa- 
tion, 1961. 28 pp. Price, $1.25. 

Women Puysicat Epucation. Their Role 
in Work, Home and History. Elizabeth 
Halsey. New York, N. Y.: Putnam’s, 1961. 
247 pp. Price, $4.50. 


A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D... F.A.P.H.A. 


Here’s What Happened—Once 
more we pay tribute to the Public 
Health Service’s summarization of our 
annual meeting. This one reports our 
fine San Francisco convention, and pre- 
sents in one package a broad view of 
most of what went on. When it is com- 
bined with the full presentation of a 
sampling of the important papers that 
appear in this Journal (and the house 
organs of the associations that met with 
us) the result is indeed a comprehensive 
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picture of the diverse and competing 
programs, only a part of which could be 
attended by any convention goer and 
heard not at all by members who could 
not or did not journey to San Francisco. 
Readers can now know where to turn for 
fuller discussions of topics of particular 
interest to them—to the authors of the 
summarized papers. A warm “thank 
you” to all who labored to build this 
useful document. 

Anon. The APHA Conference Report. 
Pub. Health Rep. 76,2:106 (Feb.), 1961. 
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Dramatic Record—The adjusted 
death, rate among the policyholders of 
this insurance company is currently a 
little less than one-third of what it was 
in 1911 when the half-century’s experi- 
ence began to be recorded and studied. 
It fell from 13.5 per thousand then to 
1.1 in 1960. Now, three of every four 
policyholders die of cardiovascular-renal 
diseases or cancer. Other important 
causes of death are examined in this de- 
tailed review. 

Anon. Fifty Years of Health Progress. 
Statist. Bull. Metrop. Life Insur. Co. 42,1:1 
(Jan.), 1961. 


In the Golden Age—Explorations 
are described that put the expectation 
of life at birth, for the urban popula- 
tions of the Western Roman Empire 
during the first and second centuries, at 
from 15 to 25 years. The average life 
time of these privileged ancients was 
shorter then than it now is even among 
the world’s most underprivileged or who 
live in the unhealthiest of climates. 

Durano, J. D. Mortality Estimates from 


Roman Tombstone Inscriptions. Am. J. Sociol. 
65.4:365 (Jan.), 1961. 


Old People Can Be Helped—Six 
years experience in the rehabilitation 
of the aged is reported upon here. In 
this outpatient service, four physicians, 
a psychiatrist, a nurse, and a social 
worker function as a team. A restudy 
after two years of their services dis- 
closes that a third of the patients show 
improvement in all areas—medical, psy- 
chiatric, and  psychosocial—and that 
two-thirds of the remainder show some 
improvement in one or more of the 
areas. 

Friepretp, L. Geriatrics, Medicine and 
Rehabilitation. J.A.M.A. 175,7:595 (Feb. 18), 
1961. 


Mental Health Huddle—For an 
Arden House roundtable conference on 
mental disorders and their prevention, 
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eight distinguished authorities prepared 
review articles summarizing the causes 
thought to lead to various mental dis- 
orders. These papers were discussed by 
designated participants in the confer- 
ence, general comment followed, and the 
original reviewer concluded the give and 
take. The several papers, with an in- 
troductory statement, are to be pub- 
lished in this Quarterly and later re- 
issued under one cover. 

Gruenperc, E. M., and Huxiey, M. The 
Conference on Causes of Mental Disorder: A 
Review of Epidemiological Knowledge 1959. 
Milbank Mem. Fund. Quart. 39:1 (Jan.), 
1961. 


Rapid and Efficient—Among a 
group of women inmates of a jail, who 
had no signs of a gonococcal infection, 
a fifth were shown by a fluorescent- 
antibody test to be infected. Specimens 
were taken from cervical, urethral, and 
vaginal sites and repeated examinations 
brought to light additional infections not 
detected in the initial examination. 

Harris, A., et al. Fluorescent Antibody 
Method of Detecting Gonorrhea in Asympto- 
matic Females. Pub. Health Rep. 76,2:93 
(Feb.), 1961. 


Man vs. Beast—One silver lining to 
this particular cloud of equine encepha- 
litis, which produced 33 confirmed 
human cases (resulting in 2] deaths) 
and 56 equine cases during the summer 
of 1959, was that balanced mosquito 
control work in New Jersey was ad- 
vanced by many years by the epidemic. 
This reminder of another of the 
mosquito’s threats to man and a few 
“beasts,” and the good the threat may 
do, recalls the benefit that arose from a 
porcine epizootic which did more to 
advance the control of trichinosis in 
man than all the human deaths and 
misery, and all the health officers’ en- 
treaties, could do! 

Kanpte, R. P. Eastern Encephalitis in 
New Jersey in 1959. New York State J. Med. 
61,5:726 (Mar. 1), 1961. 
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Palatable and Good—From Eng- 
land comes this experience with an un- 
saturated-fat diet suitable for home 
preparation and good to eat. With it, 
satisfactory and satisfying meals can be 
eaten regularly for long periods, say the 


authors. 

Lioyp, J. K., and Juxes, H. R. Diet Rich 
in Unsaturated Fat. Lancet 7172:312 (Feb. 
11), 1961. 


In England Now—Reports of new 
cases of syphilis decrease slowly year-by- 
year but gonorrhea builds up alarmingly 
—especially among teenagers and recent 
immigrants. The author calls for more 
and better contact tracing as the prime 
control measure. 

Nicot, C. S. The Recrudescence of Ve- 
nereal Diseases. Brit. M. J. 5224:443 (Feb. 
18), 1961. 


Neonatal Immunization—This re- 
search suggests that an infant’s persist- 
ing maternal antibody can be overcome 
by increasing the antigenic stimulus. 
The use of more concentrated poliovirus 
vaccines will result in more success in 
breaking down the maternal antibody 
inhibition. 

Perkins, F. T., et al. Poliomyelitis Im- 
munization in Infants in the Presence of 
Maternally Transmitted Antibody. Brit. M. J. 
5223:404 (Feb. 4), 1961. 


Caution in the North—A C ~adian 
advisory committee makes eight recom- 
mendations and/or comments on the 
wide use of attenuated poliovaccines. 
Though live virus vaccination on a trial 
basis or in the face of an epidemic gets 
the green light, another recommendation 
urges delay in incorporating live vac- 
cines “into the regular, elective public 
health immunization program at the 
present time.” (Not enough experi- 
ence has been gathered to justify un- 
qualified recommendation.) Salk vac- 
cine is encouraged for all ages. 


Ruones, A. J. Public Health Aspects of 
Live Poliovirus Vaccines with Particular Ref- 
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erence to Canada. Canad. J. Pub. Health 
52,2:45 (Feb.), 1961. 


Rehabilitation Explored—aAn “In- 
ternational Society” changed its name 
from “. . . for the Welfare of Cripples,” 
to “. . . for the Rehabilitation of the 
Disabled.” A dozen papers from the 
conference (that was moved to make 
this significant change of name) cover 
a lot of territory from philosophic pres- 
entations to highly technical pronounce- 
ments. They suggest the variety of in- 
terests and the variety of professional 
categories that go to bring the member- 
ship together. A proceedings will be 


published. 

Rusk, H. A. Rehabilitation and World 
Peace. J. Chronic Dis. 13,3:187 (Mar.), 
1961. 


Taking Stock—The first of this 
three-part review paper on the progress 
of prepayment plans for medical and 
hospital care gives promise of providing 
in compact and readily available form a 
great many data and formulations on 
some of the still unsettled questions in- 
volved in our prime social problem. Hos- 
pital costs are subjected to ever closer 
examination and it is likely that medical 
and drug costs will receive equal atten- 
tion, the authors suggest. 

Sueps, C. G., and Drosness, D. L.  Pre- 


payment for Medical Care. New England J. 
Med. 264,8:390 (Feb. 23), 1961. 


Something to Look At—For all but 
“working” bacteriologists these electron 
micrographs of various species of spirilla 
may be set down as scientific curiosa. 
They are beautifully revealing pictures 
showing the nature and structure of 
flagella and are well worth hunting out. 

Witurams, M. A., and Cuapman, G. B. 


Electron Microscopy of Flagellation in Species 
Spirillum. J. Bact. 81,2:195 (Feb.), 1961. 


Study in Human Behavior—Here 
are two countries, with somewhat similar 
broad cultural origins, behaving about 
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as divergently as two national entities 
could behave. To us, this paper must 
represent a strange discussion indeed. 
It is about the pressing, and difficult 
and current problems of recruiting, edu- 
cating, and deploying nurse-midwives in 
hospitals and the homes of Britain. On 
our part, we have come to think of the 
nonmedical midwife as almost an extinct 
species—a sort of human dodo. How can 
one read and cogitate over this deep 
difference without “long, long thoughts” 
about the essential rightness of our goal: 
every delivery in hospital “and damn 
the (microbial) torpedoes.” 


Woop, A. The Midwifery Service: The 
Challenge at Home. Roy. Soc. Health J. 81,1:5 
(Jan.-Feb.), 1961. 


Note: Because they did so much to 
stimulate whatever gratuitous philo- 
sophic comment there may be in the 
above item, three American papers are 
appended here out of their alphabetic 
order. 

Fotey, J. P., et al. Achromobacter Sep- 
ticemia—Fatalities in Prematures. A.M.A. Am. 
J. Dis. Child. 101,3:279 (Mar.), 1961. 
Caprera, H. A., and Davis, G. H. Epidemic 
Meningitis of the Newborn Caused by Flavo- 
bacteria. Ibid. p. 289. Anon. Water Bugs in 
the Basinet (editorial). Ibid. p. 273. 


If additional information is desired regarding the articles listed in this bibliography, please 
communicate directly with the publications in which they appeared; the addresses are furnished 


for your convenience. 


A.M.A. Am. J. Dis. Child. (American Journal of Diseases of Children), Ameri- 
can Medical Association, 535 North Dearborn St., Chicago, IIl. 
Am. J. Sociol. (American Journal of Sociology), University of Chicago Press, 


5750 Ellis Ave., Chicago 37, Il. 


Brit. M. J. (British Medical Journal), British Medical Association House, 19 


Tavistock Sq., London, W.C.1, England. 


Canad. J. Pub. Health (Canadian Journal of Public Health), 150 College St.. 


Toronto 5, Canada. 


J.A.M.A. (Journal of the American Medical Association), 535 North Dearborn 


St., Chicago, Il. 


J. Bact. (Journal of Bacteriology), Williams & Wilkins, Mt. Royal and Guilford 


Aves., Baltimore 2, Md. 


J. Chronic Dis. (Journal of Chronic Diseases), Mosby, 3207 Washington Blvd., 


St. Louis, Mo. 


Lancet, 7 Adams St., Adelphi, London, W.C.2, England. 
Milbank Mem. Fund Quart. (Milbank Memorial Fund Quarterly), 40 Wall St.. 


New York, N. Y. 


New England J. Med. (New England Journal of Medicine), Massachusetts 
Medical Society, 8 The Fenway, Boston 15, Mass. 
New York State J. Med. (New York State Journal of Medicine), 750 Third 


Ave., New York, N. Y. 
Pub. Health Rep. 
Washington, D. C. 


(Public Health Reports), Government Printing Office, 


Roy. Soc. Health J. (Royal Society for the Promotion of Health Journal), 
90 Buckingham Palace Road, London, S.W.1, England 

Statist. Bull. Metrop. Life Insur. Co. (Statistical Bulletin of the Metropolitan 
Life Insurance Company), One Madison Ave., New York 10, N. Y. 
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The Journal cannot furnish copies of items mentioned in Credit Lines. Please send 


requests to the addresses given. 


Well-Known But Maybe Unplumbed 


Evaluations of federal legislation— 
either proposed or enacted—to provide 
more mechanisms for financing health 
care of the aged will no doubt continue 
to be made for some time to come. The 
literature of bills that have been intro- 
duced in Congress is large, and often un- 
wieldy to the reader who is not a 
legislator, especially when expositions 
on a bill are not available. 

One bill now before Congress does 
have a relatively well-known companion 
piece. It is the pre-Inauguration Report 
of the Task Force on Health and Social 
Security led by Wilbur J. Cohen entitled 
“Health and Social Security for the 
American People.” Those who have not 
read the report may obtain a copy 
gratis upon request to the Department 
of Health, Education, and Welfare. 

The “free-choice of physician” con- 
cept of this document has been well 
publicized. But it may come as a 
surprise to some that the task force re- 
port only incidentally touches on direct 
care rendered by physicians. The four 
“essential benefits” of the proposed pro- 
gram are: inpatient hospital, outpatient 
hospital diagnostic, skilled nursing home, 
and home health services. The services 
of physicians, insofar as any might be 
paid for through federally disbursed 
funds, are included, then, only where 
physicians such as pathologists and 
radiologists have contractual arrange- 
ments with a hospital; or when medical 
care is given by house staff, as in a 
teaching hospital. All four, discussed 
under the heading of “Scope of Medical 
Care Benefits,” would be administered 
through “appropriate state agencies” 
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which would determine whether a 
facility or agency meets the definition 
for participation. This agency may or 
may not be the health department. 


West by Southwest: Reports 


In Colorado recipients of old age as- 
sistance today share in a medical care 
plan that provides essentially the same 
benefits as those of Colorado’s Blue Cross 
and Blue Shield, plus others. But a 
“fatal weakness” in the legislation 
passed in 1936 by Colorado creating 
the pension fund did not become evident 
until after World War II when the 
fund found itself in financial straits. 
“Colorado’s Medical Care Program for 
the Aged” explores some of the reasons 
for this frailty, shows what steps were 
taken to make the program fiscally 
stronger, briefly analyzes utilization and 
costs, and summarizes attitudes toward 
the plan by those close to its operation. 
Quoting authors William T. Reich, 
Ph.D., and Odin W. Anderson, Ph.D., 
of the Health Information Foundation, 
“Perhaps most worthy of study in the 
Colorado program ... is the accept- 
ance it has secured” among almost all 
groups involved. Among “Observations 
and Implications”: the expenditure per 
pensioner for nursing homes approaches 
that for general hospitals. HIF Perspec- 
tives No. a2, 1960, gratis from Health 
Information Foundation, 420 Lexington 


Avenue, New York 17, N. Y. 


“At Every Age”—title of the 1960 
Annual Report, New Mexico Department 
of Public Health—*the health depart- 
ment protects your health... . You are 
independent up to a point. Yet a neigh- 
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bor stricken with tuberculosis can 
suddenly menace your family’s health.” 
Protecting it is a “never-ending, ever- 
changing” task. The frontispiece is a 
montage of photographs of people of all 
ages. The eye catches this first through 
openings on the cover of the report. In- 
side, art work is limited pretty much to 
the first 14 pages and is used principally 
to illustrate problems—maternal and 
dysentery death rates, for example. Each 
section dealing with a problem contains 
a map which shows how every county 
in the state is rated. The balance of the 
report tells the year’s story of the divi- 
sions. Here evidence of progress made is 
often balanced on the horns of con- 
current dilemmas. For example, fluori- 
dation is on the increase, but several 
rural, sparsely populated, economically 
depressed communities that have a 
large population of infants and children 
with high tooth decay rates are too 
poor to fluoridate water supplies. The 
health department is plugging for state 
subsidization of fluoride programs in 
these communities and does not neglect 
to bring this and similar needs to the 
front in its report. 


In California, as elsewhere, “Health 
services should include a full range of 
activities starting with prevention, con- 
tinuing through early detection and 
treatment, covering acute and convales- 
cent care and including rehabilitation.” 
But in California this has now been 
officially stated in the Report of the Gov- 
ernors Committee on Medical Aid and 
Health, “Health Care for California,” 
in its chapter on organization and dis- 
tribution of services. The report pulls 
no punches. Californians, it says, have 
not yet developed enough of the com- 
munity health services which people 
need before they enter hospitals and 
after they leave them. Candor of this 
sort in the past has probably accounted 
for much of California’s recognized 
progress in health care. 
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In the cited chapter the committee dis- 
cusses “Availability of Services” with 
fine insights into the philosophy of pub- 
lic health. And throughout it, organiza- 
tion is unmistakably regarded as the 
servant of quality. This is especially 
seen in a review of the committee’s 
recommendations: The establishment of 
a state health council (eventually to re- 
place the State Advisory Hospital 
Council), the encouragement of new 
forms of practice, the selection of physi- 
cians for hospital and agency staffs, 
standard-setting by the state for county 
health programs, a quality appraisal sys- 
tem through which the state health de- 
partment would periodically report its 
findings to the public, and the mainte- 
nance by county health departments of 
health resources inventories and other 
data that will help coordinate services 
locally. 

In its ten chapters and 101 pages the 
report deals also with paying for per- 
sonal services, manpower, special popu- 
lation groups, hospitals, the spectrum 
of services, and the stages in the con- 
tinuity of care. 

Roger O. Egeberg, M.D.. medical di- 
rector, Department of Charities, Los 
Angeles County, was committee chair- 
man. Past-president of APHA Malcolm 
H. Merrill, M.D., was on the committee. 
Among the consultants were John Grant, 
M.D., and Lester Breslow, M.D... both 
Lasker Award recipients in 1960. Pub- 
lisher is the California State Department 
of Public Health, 2151 Berkeley Way, 
Berkeley 4. No price listed but pre- 
sumed available. 


"Preparation for Living— 


A Goal of Rehabilitation” was the 
theme of the Eighth Annual Workshop 
of the Conference of Rehabilitation 
Centers and Facilities in 1959.  Pro- 
ceedings are now available (printed ap- 
propriately in the workshop of a Good- 
will Industries Rehabilitation Center) 


797 


from CRCF, Inc., 828 Davis Street, 
Evanston, Ill., for $1. 

Workshop papers dealt with psycho- 
social and vocational adjustments. 
Sampling: mental hygiene concepts— 
theoretical (Harold Chenven, Ph.D.)— 
clinical (Lester Gelb, M.D.), and the 
importance of community planning 
(Leonard Mayo). Included are two 
papers which did not appear in the 
proceedings of the 1958 conference, one 
on operational research and the other 
on the role of a national organization. 


Air Pollution: Engineer as Citizen 


One of the McGraw-Hill periodicals, 
“Power,” produced a special report in 
December, 1960, on air pollution. Its 
intended audience is the engineer, but 
more as an individual citizen than as a 
man of skill. The nonengineer may also 
be edified. Copious use of illustrations 
has helped to make a complicated and 
sprawling subject quite coherent. To 
boot, the 45 pages are for the most part 
easy and often entertaining reading. 
Editors have used widespread sources of 
data: for example, National Health In- 
stitute of New Zealand (10-year study). 
University of California Medical Center 
(a symposium), the National Cancer 
Institute (a report on carcinogenic bio- 
assays), and unpublished statistics from 
the Public Health Service. The report 
“deals first with the great ocean of air 
in which man lives and works. Then it 
takes a wide-ranging look at the many 
ways that living and working produce 
pollutants. With the elements of the 
problem identified and their interplay 
explored, the report then presents con- 
structive approaches to solutions for the 
community and for the individual plant.” 
Single copies from George Keates, Busi- 
ness Manager, Power, 330 W. 42nd St., 
New York 36, N. Y., $1. 


A report that surveys Soviet research, 


development, and progress in the use of 
the “Sanitary Clearance Zones” to help 


798 


purify atmospheric air is available in a 
volume on Soviet technical literature 
translated under a grant from the Public 


Health Service. These zones are belts 
of trees, shrubs, and other vegetation 
between waste discharging industrial es- 
tablishments and residential areas. Also 
reviewed are studies on the natural air 
purification from air-borne bacteria by 
volatile substances of plant origin 
(identified as “phytocides”) and on the 
effect of dense foliage in city noise 
abatement. 

The translation project has produced 
three other volumes covering Russian 
literature dealing with air pollution. 
Volume 4, USSR Literature on Air 
Pollution and Related Occupational 
Diseases, OTS order number 60-21913, 
29 pages, $4, Office of Technical Serv- 
ices, U. S. Department of Commerce, 
Washington 25, D. C. 


Home, Safe Home: Attention Planners 


Two guides on home safety, one in 
the form of a quiz for parents and one 
dealing with program ideas for the pro- 
fessional, have made their appearance. 
The latter is in the first issue of a 
quarterly series entitled Home Safety 
Program Guide which will be distributed 
as a supplement to Home Safety Review, 
published by the National Safety Coun- 
cil. The spring edition is on community 
industrial cooperation and tells why in- 
dustry is interested in home safety, when 
cooperation counts, and “Who Is Doing 
What.” for instance in Alabama, 
Missouri, Pennsylvania, and Ohio. The 
questionnaire on young-child home- 
safety is published by the New Jersey 
State Department of Health which was 
joined as cosponsor by the state’s PTA, 
safety council, medical society, Chapter, 
American Academy of Pediatrics, and 
the NSF. Both items are presumed 
available, at least on a sample basis. The 
NJSDH is in Trenton. NSF is at 425 
North Michigan Ave., Chicago 11, Ill. 
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NEWS FROM THE FIELD 


WHO News 


Fourteenth World Health Assembly, II 
The sessions of the 14th World Health 


Assembly in New Delhi continued from 
February 7 to 24. 

Under recent amendments to the 
WHO Constitution its Executive Board 
now has 24 instead of 18 members. 
New members elected in New Delhi 
were Chile, Iceland, Iraq, Israel, Italy, 
Japan, Nigeria, Pakistan, Poland, Sene- 
gal, Spain, and the United States. The 
other 12 members are Argentina, Ghana, 
Ireland, Jordan, Luxembourg, Nepal, 
Peru, Republic of Korea, Sudan, Thai- 
land, United Kingdom, and Venezuela. 

WHA approved a scheme to transfer 
over a three-year period the cost of the 
field operations of WHO's world-wide 
malaria eradication campaign from a 
special voluntary fund to the agency’s 
regular budget. The estimated cost of 
WHO's total commitment in the cam- 
paign for 1962 is $5.5 million. Accord- 
ing to the new system approximately 
$2,600,000 of this amount in 1962, 
some $4 million in 1963, and the entire 
cost in 1964 would be financed from 
WHO's regular budget. 

The assembly adopted a working bud- 
get of $23.6 million for 1962, an in- 
crease of 19.3 per cent over WHO's 
effective working budget for this year. 
WHO's Director-General M. G. Candau, 
M.D., said that the figure for next 
year reflects attempts to preserve the 
continuity of WHO's evolution in recent 
years and the wish to accept fully the 
responsibility placed on it by the recent 
membership increase. 

Although WHO's African regional or- 
ganization was the last to be established, 
said Dr. Candau, the funds devoted to 
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aiding countries of that continent in 
1962 would compare favorably with 
those allotted to other regions. “We 
have thus taken advantage,” he added, 
“of every means of developing to the 
full the role the World Health Organi- 
zation has undertaken to play in aiding 
the social and economic progress of 
the African region.” 

The assembly adopted a resolution 
welcoming the entry of newly independ- 
ent states into WHO and stressing 
WHO’s role in promoting the right of 
colonial people to freedom and _ inde- 
pendence through assistance in raising 
levels of physical and mental health. 
The resolution appeals to the member 
states of WHO to introduce or develop 
in their health education programs the 
teaching of the principles of racial 
equality and nondiscrimination with a 
view to promoting good mental health. 

Among its other resolutions was one 
defining the role of WHO in radiation 
health, including the protection of man- 
kind from ionizing radiation hazards, 
whatever their source. The resolution 
notes that present scientific knowledge 
provides data on the harmful biologic 
and genetic effects on human beings of 
massive doses of ionizing radiation, and 
that the effects of background radiation, 
fall-out, and radiation resulting from 
medical and dental uses are under world- 
wide study. It also recognizes the 
anxiety of WHO member states con- 
cerning increased exposure to ionizing 
radiation and expresses approval of the 
action of the United Nations General As- 
sembly relating to the immediate cessa- 
tion of nuclear test explosions. 

The assembly also decided that WHO 
should have a flag of the same blue 
color as the United Nations but featur- 
ing the WHO emblem in white and 
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gold. Dr. S. V. Kurashov, chief dele- 
gate of the USSR, extended the Soviet 
Union's invitation to hold the 16th 
World Health Assembly (expected to 
convene in 1963) in Moscow. Before 
adjourning, delegates decided that the 
15th World Health Assembly would be 
held in 1962 in Switzerland. 

Leroy E. Burney, M.D., former Sur- 
geon-General, served as chief of dele- 
gation at the request of Luther L. 
Terry. M.D.. the new Surgeon-General. 
H. van Zile Hyde, M.D., and Leonard 
W. Larson. M.D., president-elect of the 
AMA. were the other delegates for the 
United States. Among the alternate 
delegates were Lowell T. Coggeshall, 
M.D.. vice-president of the University 
of Chicago. and Richard K. C. Lee, 
M.D.. director of health, state of Hawaii. 
The advisors to the delegation included 
two members of the House of Represen- 
tatives: the Hon. John E. Fogarty of 
Rhode Island and the Hon. Steven B. 
Derounian of New York; also Margaret 
C. Arnstein. R.N., chief, Division of 
Nursing. Public Health Service; John C. 
Hume. M.D.. chief, Public Health Divi- 
sion. L. S. Operations Mission in New 
Delhi: Dr. Emory W. Morris, president 
and general director, W. K. Kellogg 
Foundation: James E. Perkins, M.D., 
managing director, NTA; and Mack I. 
Shanholtz. M.D., commissioner of health, 
Virginia. 


Third Worst Killer Needs Greater Study 


Theme of World Health Day (April 
7) 1961 was “Accidents Need Not 
Happen.” In a statement on this con- 
clusion. WHO's Director-General M. 
G. Candau. M.D., notes that accidents 
cause more deaths than any single ill- 
ness except cancer and cardiovascular 
disease and take a greater toll in young 
lives than any war yet waged. Nearly 
50 per cent of accidents happen in the 
home. where almost all could be avoided 
“with a little extra vigilance and a few 


simple precautions.” Half of all acci- 
dents, he reports, take place on the 
world’s roads and kill some 1,000 people 


a day. Publicity for the day urges 
that more scientific research be under- 
taken. Little is really known of the 
multiple factors which interact to pro- 
duce road accidents. Also countries in 
the process of rapid industrialization es- 
pecially should “avoid the bitter mis- 
takes made in those countries where 
industrialization began over a century 
ago.” The plea of the day to the pro- 
fessional is for uniform epidemiological 
methods of accident reporting. 


National Citizens Committee Elects Chemist 


The first president of the National 
Citizens Committee for the World Health 
Organization to be chosen from outside 
the medical profession, Peter E. Joyce, 
took office in March. A Fellow of the 
Royal Institute of Chemistry (he is 
also the first naturalized citizen to head 
NCC for WHO) and a Fellow of the 
Institute of Petroleum Technologists, he 
recently retired as chief of the export 
chemical division of Shell Chemical. 
His career has taken him to every 
country of North, Central, and South 
America and most of the countries of 
Asia, as a representative both of indus- 
try and of government. Mr. Joyce has 
collaborated in the research programs 
of the malaria institutes in Ceylon, 
India, and Pakistan and the Ross In- 
stitute of London. He is familiar with 
the European countries and has visited 
extensively in Africa. He succeeds 
Ernest L. Stebbins, M.D., M.P.H., pro- 
fessor of public health administration 
and dean, School of Hygiene and Pub- 
lic Health, Johns Hopkins University. 

(A high-point of NCC for WHO 
activity during Dr. Stebbins’ presidency 
was the Second National Conference 
on World Health held in May, 1959. 
Proceedings of this conference are now 


available through NCC for WHO, 1790 
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Broadway, New York 19, N. Y., for $1. 
Reminders: The conference included 
panel discussions on “World Health for 
World Peace” and six Alan Gregg 
Memorial Forum Sessions on such topics 
as “Health and the American Image 
Abroad,” “Health and Economic Devel- 
opment,” and “Health and Population 
Dynamics.” ) 


Public Health Active in City-Saving 


Urban Renewal Notes (November- 
December, 1960) describes the housing 
code program of Birmingham, Ala., 
which chose in 1958 to vest enforcement 
in the Jefferson County Health Depart- 
ment. The health department first 
studies a neighborhood’s condition and 
designates a specific area where in- 
spections are to be made. When the 
area is chosen, residents are circularized 
and news media publicize the choice. 
The health agency makes first inspec- 
tions and issues violation notices. The 
city’s Department of Inspection Services 
issues the permits and rules on building, 
plumbing, and electrical installations. 
An owner notified of code violations 
may appeal to the county health officer 
if any difference of opinion exists. To 
date, no owner has found it necessary 
to go to court over any of the 3,105 
violation notices issued. Property owners 
have undertaken $1.3 million worth of 
improvements. 

Of more recent (October, 1960) vin- 
tage, Albuquerque, New Mexico's Pro- 
gram for Community Improvement is 
cited as newsworthy because the city 
“had already made a good deal of 
progress” before putting the program 
into action. It had, for example, at- 
tained a high level of citizen-interest 
and adopted a housing code. In addi- 
tion the city had plotted areas showing 
among other things a high incidence 
of juvenile delinquency and adult crime, 
disease incidence, sewage disposal com- 
plaints, and population densities. This 
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information was then analyzed with the 
American Public Health Association’s 
Housing Quality-Appraisal Technics to 
pinpoint areas which should receive pri- 
ority. Transferred to slides, data were 
then shown to more than 50 local or- 
ganizations, helping to pave the way 
for the City Manager’s Urban Renewal 
Committee. A clean-up campaign insti- 
tuted in a 250-acre district is all but 
completed. The program is now to 
move into public improvements and then 
into code enforcement and home im- 
provements. Details from Coordinator, 


Neighborhood Rehabilitation, Box 1293. 


Mental Hospital as Homemaker Center 


Indiana’s Evansville State Hospital is 
seeking to determine the value of home- 
maker services to a psychiatric treat- 
ment program in a three-year demon- 
stration project said to be the first of 
its kind in this country. Financial 
help comes from the National Institute 
of Mental Health. 

Difficult social and family situations 
often interfere with discharge planning 
and with treatment itself. The hospital 
has undertaken the project in the belief 
that an organized homemaker service 
could provide a valuable adjunct to 
care, by helping maintain the home, 
providing additional valuable social data 
on the family situation, and by enlist- 
ing the family’s informed cooperation. 

A survey showed that already over- 
burdened county welfare departments 
and public health nursing units would 
be unable to provide this service. It 
was learned, however, that many women 
between the ages of 45 and 60, who had 
raised their own families, were avail- 
able for possible training and employ- 
ment as homemakers. Some 20 have 
now been chosen as the nucleus of a 
separate homemaker service and train- 
ing program in the hospital. Some of 
its graduates will be employed by the 
hospital itself; the remainder will work 
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on a private basis but be referred to 
specific cases when a project home- 
maker is not available. Patients can 
obtain service before admission, during 
treatment, or upon release, at the dis- 
cretion of the project staff, for periods 
up to six months. 


A National Society of Professions 


The founding of the Michigan Asso- 
ciation of the Professions was reported 
in the Journal in June, 1960 (page 
920). Since then and with leadership 
from the state group a new American 
Association of Professions has come 
into being. Seen as the major sources 
for a potential one million members 
are architects, dentists, engineers, law- 
yers, pharmacists, physicians, and _ vet- 
erinarians. Hugh A. Brenneman, the 
executive secretary and a founder of 
the Michigan group, says that “AAP 
will have very definite opinions affect- 
ing professions generally—and will 
make these opinions known and felt.” 


Golden Jubilee of Cooperation 


The Joint Committee on Health Prob- 
lems in Education of the National Edu- 
cation Association and the American 
Medical Association celebrated its 50th 
anniversary on March 8, in Chicago. 
The JCHPE sees its principal responsi- 
bility as the preparation of books and 
reports suggesting philosophies and prac- 
tices in school health. 

The JCHPE made its first report in 
1912 during the 50th annual meeting of 
the National Education Association. At 
that time, the AMA, as a gesture to the 
NEA, had arranged a “medical evening” 
in which five papers were presented on 
the general subject, “The Public Schools 
and the Public’s Health.” At a sym- 
posium during JCHPE’s 1961 meeting. 
papers with the same titles as those used 
in 1912 were given to show both the 
timelessness of the topics and the differ- 


ences that 50 years have made in the 
school health program. These papers 
and their authors were: The Duty of 
the State in the Medical Inspection of 
Schools—Results Which the Public May 
Rightfully Expect, John L. Miller, Ed.D., 
superintendent of schools, Great Neck, 
N. Y.; The Teaching of (public and 
personal) Hygiene in the Schools, Mabel 
Rugen, Ph.D., professor of health edu- 
cation, School of Public Health, Uni- 
versity of Michigan; Sanitary Educa- 
tion in Rural Communities, Carl E. 
Neupert, M.D., state health officer, Wis- 
consin State Board of Health; Medical 
Inspection of Schools and Medical Free- 
dom, Charles C. Wilson, M.D., pro- 
fessor of education and public health, 
Yale University; Some Problems in 
Education as Related to the Public 
Health, Carl Wilzbach, M.D., retired, 
former health officer, Cincinnati (Ohio) 
Department of Health. During the ban- 
quet, Herbert C. DeYoung, president 
of the National Tuberculosis Associa- 
tion, presented an NTA resolution prais- 
ing the contributions of JCHPE to the 
protection and promotion of child health. 


The Universities and Medical Care 


The University of California School 
of Public Health, Los Angeles (newly 
accredited by the APHA in 1960) now 
offers a program in hospital administra- 
tion. Matriculating physicians, osteo- 
paths, dentists, and others specially 
qualified will work toward the master 
of public health degree. Those with 
bachelor degrees will enter the program 
leading to the degree of master of sci- 
ence in public health (hospital adminis- 
tration). Special course work in mental 
health administration will be provided. 
The administrative residency for MLS. 
candidates is 12 months. Residency 
in the M.P.H. program may be shorter. 
The program director is Paul A. Lem- 
beke, M.D., M.P.H., professor of public 


health and preventive medicine at UCLA. 
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The University of Minnesota has es- 
tablished an advanced center for educa- 
tion in hospital administration in_ its 
School of Public Health with the help 
of the Kellogg Foundation. Minnesota 
thus joins the similarly aided group 
of advanced centers in the Universities 
of Chicago and Michigan and Columbia 
University. These centers sponsor basic 
and applied research, varied continu- 
ing education programs, and commu- 
nity service projects. Each provides for 
the formal preparation of research and 
teaching personnel; Minnesota’s doctoral 
programs will be especially concerned 
with this educational aspect. Further 
information from Gaylord W. Anderson, 
M.D., director of the school. 


The University of Pittsburgh Gradu- 
ate School of Public Health has, with 
a grant from the Public Health Service, 
begun research in medical care and 
hospital administration, especially on the 
problems of manpower for medical and 
hospital services, utilization of these 
services, and the development and evalu- 
ation of medical care programs. 

Cecil G. Sheps, M.D., director of the 
Program in Medical and Hospital Ad- 
ministration, and Isidore Altman, Ph.D., 
professor of medical care statistics, are 
supervising the studies—both short- and 
long-term—over a seven-year period. 
Some will involve a single academic 
discipline, others will require continu- 
ous cooperation among several disci- 
plines. Provisions for graduate students 
to obtain research training and experi- 
ence in medical care settings are re- 
garded as a major feature of the 
program. 


Educational Offerings 


The University of North Carolina 
School of Public Health offers a course 
in “Principles and Practice of Sanita- 
tion.” June 12 through July 7. The 
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curriculum is designed for sanitarians 
either newly employed or unable to 
undertake a full-time graduate educa- 
tional program. Tuition is $41 for resi- 
dents of North Carolina, $61 for non- 
residents. Futher information from 
Professor Gilbert L. Kelso, Department 
of Sanitary Engineering, School of Pub- 
lic Health, University of North Caro- 
lina, Chapel Hill. 


Training for persons with doctoral 
degrees in medicine or one of the basic 
sciences, who wish to research and 
teach in the field of environmental 
health is now available through the In- 
stitute of Industrial Medicine, New York 
University Medical Center, under a 
Public Health Service training grant. 
Students will have specific research re- 
sponsibilities involving laboratory, epi- 
demiological, and clinical studies. Fields 
of special interest include aerosol 
physics, physiology, environmental can- 
cer, industrial toxicology, air pollution, 
radiological health, and radiation bi- 
ology. Training periods may be as long 
as three years. Stipends are available. 
Further information from Dr. Norton 
Nelson, professor and chairman, Insti- 
tute of Industrial Medicine, New York 
University Medical Center, 550 First 
Avenue, New York 16. 


Washington State University is ex- 
panding its graduate program in en- 
vironmental health engineering. Begin- 
ning this fall, it is introducing a strong 
option in radiological health for engi- 
neers working in radiation waste dis- 
posal and protection. New courses in 
sanitary chemistry and microbiology 
will strengthen the science foundation 
to be required of future candidates for 
master of science in sanitary engineer- 
ing degrees. Many of these courses are 
open to qualified students majoring in 
other sciences than engineering. Re- 
search assistantships are available. Fur- 


ther information from Gilbert H. Dun- 
stan, professor of sanitary engineering, 
Washington State University, Pullman. 


In Seattle, the University of Wash- 
ington through its School of Nursing 
and Department of Preventive Medicine, 
School of Medicine, has planned a school 
health conference for the first term of 
the summer school session, June 19-30. 
Discussions will be on recent advances 
in medicine and public health of im- 
portance to teachers, health coordinators, 
curriculum consultants, school adminis- 
trators, public health and school nurses. 
Conference fee is $35. Further infor- 
mation frem Catherine Vavra, Depart- 
ment of Preventive Medicine, School of 


Medicine. 


Rapid Retriever of Information 


A high-speed transistorized computer 
has been installed recently at the Center 
for Documentation and Communication 
Research, School of Library Science, 
Western Reserve University, in Cleve- 
land. With this equipment the center’s 
facility for development, test, and opera- 
tion of programs in all fields of informa- 
tion analysis and retrieval is said to 
be unique. At first, the center will use 
the computer to conduct experimental 
searching services in the literature of 
diabetes and allied fields, and to initiate 
experimental mechanized searches in 
disease vector control literature. Grant- 
ing organizations for these and other 
projects include the National Institutes 
of Health, the National Science Founda- 
tion, and the Air Force Office of Sci- 
entific Research. 

The center will disseminate informa- 
tion to industrial and governmental or- 
ganizations through conferences, publi- 
cations, reference services, and other 
means. A brochure describing the edu- 
cational program for documentation spe- 
cialists is available. 
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PERSONALS 


Raten J. Biack,t formerly senior vector con- 
trol specialist, Bureau of Vector Control, 
California State Department of Public 
Health, is now with the General Engineer- 
ing Program, Division of Engineering Serv- 
ices, Public Health Service. 

E. M. Biurestone, M.D.,* for 22 years director 
of Montefiore Hospital, New York, before 
his retirement in 1951, and pioneer of its 
home-care program, will receive the Ameri- 
can Hospital Association’s Distinguished 
Service Award for 1961. 

Berry Counen,+ formerly director of nurses, 
Ingham County (Mich.) Health Depart- 
ment, is now nursing consultant, Public 
Health Nursing Section, Michigan Depart- 
ment of Health. 

W. Daute, Jr., formerly senior civil 
engineer, Division of Air Pollution Control, 
Bureau of Industrial Hygiene, Baltimore 
(Md.) Health Department, is now director 
of the bureau. 

Carouine H. formerly chief con- 
sultant, Office of Social Work, is now di- 
rector of the newly created Office of Public 
Health Social Work, New York City De- 
partment of Health. 

N. Bertine Fair, M.P.H.,¢ formerly public 
health nursing instructor, Wayne County 
(Mich.) Department of Health, is now nurs- 
ing consultant, Public Health Nursing Sec- 
tion, Michigan Department of Health. 

Rosert E. Farser, M.D., M.P.H.,* formerly 
director, Bureau of Communicable Diseases, 
is now assistant commissioner of health for 
preventive medicine, Baltimore (Md.) 
Health Department, succeeding Mark V. 
Ziecier, M.D.,+ retired. 

Epwarp J. Forrest, D.D.S., Ph.D., now as- 
sistant dean and associate professor of 
orthodontics, University of Illinois College 
of Dentistry, will become dean of the Uni- 
versity of Pittsburgh School of Dentistry on 
September 1. 

Joun F. Lapoon, formerly executive director 
and chief engineer, Allegheny County Sani- 
tary Authority, received the 1960 Charles 
Walter Nichols Award of the American 
Public Works Association. 

E. V. McCotium, Ph.D.,* professor emeritus 
of biochemistry, Johns Hopkins University, 
has received a medal and citation from 
the New York Academy of Medicine recog- 
nizing his outstanding contributions to a 
newer knowledge of nutrition through re- 
search, writing, and teaching. 

Frances Ocasawara,? formerly program as- 


* Fellow. 
+ Member 
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sociate, Massachusetts TB and Health 
League, is now associate, Program Develop- 
ment Division, National Tuberculosis ‘As- 
sociation. 

Benjamin PasaMAnick, M.D.,* professor of 
psychiatry, Ohio State University, College 
of Medicine, has received the Stratton 
Award of the American Psychopathological 
Association for 1961 for his studies on the 
epidemiology of mental disorder. 

Tueopore Rosentuar, M.D.,7 assistant com- 
missioner for preventable disease and adult 
hygiene services, New York City Depart- 
ment of Health, has been appointed 
narcotics coordinator, New York City. He 
will work on programs to improve the care 
of juvenile addicts. 

Puitip E. Ryan,t formerly executive director, 
National Health Council, is now executive 
director, National Association for Mental 
Health, New York City. 

Crarence G. Satspury, M.D.,¢ commissioner, 
Arizona State Department of Health, has re- 
tired. 

Warren J. Scorr,* director, Division of 
Sanitary Engineering, Connecticut State 
Department of Health, retired in February 
after 374% years of service with the depart- 
ment. 

Marcarer H. Stoan, M.D., formerly director 
of advisory services, National Blood Pro- 
gram, National Academy of  Sciences- 
National Research Council, is now special 
assistant to the director, National Cancer 
Institute for program development, par- 
ticularly in the international field. 

NorMAN Spracue,t formerly administrative 
assistant to the chairman, Department of 
Preventive Medicine, Seton Hall College 
of Medicine, is now consultant on employ- 
ment and_ retirement, National Council on 
the Aging. 

James H. Srerner, M.D.,* medical director, 
Eastman Kodak Company, took office as 
president, National Health Council (New 
York City) in March. Gerorce Bucser,* 
president, Health Information Foundation, 
was chosen as president-elect. 

Victor Surrer, M.D., M.P.H.,* from 1956 to 
1958 minister of health and welfare, El 
Salvador, is now secretary-general of the 
Pan American Sanitary Bureau (PASB), 
which acts as the WHO Regional Office 
for the Americas. 

Lucitte Watt,t formerly administrative as- 
sistant to the director, Division of Public 
Health Nursing, Indiana State Board of 
Health, is now executive secretary, Indiana 
State Nurses Association. 

* Fellow. 


+t Member. 
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CONFERENCES AND DATES 


American Public Health Association. 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 

State and Regional Public Health Meet- 
ings—May, June, and July: 

Arizona Public Health Association. El 
Tovar Hotel, Grand Canyon. May 
17-19. 

Arkansas Public Health Association. Hotel 


Marian, Little Rock. May 9-10. 

California, Northern. Fiesta Bldg. San 
Mateo. June 2. 

Colorado Public Health Association. 
Continental Pueblo Motel, Pueblo. May 
18-19. 

Georgia Public Health Association. 


DeSoto Hotel, Savannah. May 21-24. 
Idaho Public Health Association. Lewis 
and Clark Hotel, Lewiston. May 12-13. 


Iowa Public Health Association. Hotel 
Ft. Des Moines. May 18-19. 

Michigan Public Health Asseciation. 
Pantlind Hotel, Grand Rapids. May 
10-12. 

Missouri Public Health Association. 
Hotel President, Kansas City. May 
8-10. 


New York City Public Health Association. 
New York Academy of Medicine, New 
York, N. Y. May 4. 

New York State Public Health Associa- 
tion. Community War Memorial, 
Rochester. June 6-8. 

North Carolina Public Health Associa- 
tion. O'Henry Hotel, Greensboro. 
June 29-30. 

Ohio Public Health Association. Deshler- 
Hilton Hotel, Columbus. May 16-17. 
South Carolina Public Health Association. 
Poinsett Hotel, Greenville. May 11-13. 
United States-Mexico Border Public 
Health Association with Western 
Branch, APHA. El Cortez Hotel, San 

Diego, Calif. June 26-29. 

Utah Public Health Association. Uni- 
versity of Utah, Salk Lake City. May 
15-16. 

Virginia Public Health Association. 
Roanoke Hotel, Roanoke. June 6. 

West Virginia Public Health Association. 
Hotel Morgan, Morgantown. May 
10-12. 

Wisconsin Public Health Association. Uni- 
versity of Wisconsin, Madison. June 
20-21. 

Wyoming Public 
Casper. May 5-6. 


Health Association. 
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Western Branch, APHA, with U. S.- 
Mexico Border Public Health Associa- 
tion. El Cortez Hotel, San Diego, Calif. 
June 26-29. 


Meetings of Other Organizations: 


Air Pollution Control Association. Hotel 
Commodore, New York, N. Y. June 
11-15. 

American College of Physicians. Ameri- 
can Hotel, Miami Beach, Fla. May 
8-12. 

American Diabetes Association. Com- 
modore Hotel, New York, N. Y. June 
24-25. 

American Home Economics Association. 
Cleveland, Ohio. June 27-30. 

American Medical Association. Annual 
Meeting. Statler Hilton Hotel, New 
York, N. Y. June 26-30. 

American National Red Cross. Cincinnati, 
Ohio. May 8-10. 

American Physical Therapy Association. 
Palmer House, Chicago, Ill. June 2-7. 

American Psychiatric Association. Morri- 
son Hotel, Chicago, Ill. May 8-12. 

American Society of Medical Tech- 
nologists. Olympic Hotel, Seattle, 
Wash. June 11-16. 

American Water Works Association. 
Detroit, Mich. June 49. 

Canadian Dietetic Association. Hotel 
Vancouver, Vancouver, B. C. June 
13-15. 

Canadian Public Health Association. 
Regina, Saskatchewan. June 6-8. 
Catholic Hospital Association. Detroit, 

Mich. June 12-15. 

Muscular Dystrophy Associations of 
America. New York, N. Y. July 6-7. 

National Association of  Sanitarians. 
Chase-Park Plaza Hotel, St. Louis, Mo. 
July 9-14. 

National Conference on Social Welfare. 
Minneapolis, Minn. May 1419. 

National Council on Community Founda- 
tions. St. Paul, Minn. May 11-12. 

National Council on Crime and Delin- 
quency. Atlantic City, N. J. May 21- 
24. 

National Probation and Parole Associa- 
tion. Atlantic City, N. J. May 21-24. 

National Society for Crippled Children 
and Adults. Chicago, Ill. May 22-25. 

National Tuberculosis Association. Nether- 
land-Hilton Hotel, Cincinnati, Ohio. 
May 21-26. 

Purdue Industrial Waste Conference. 
Purdue Memorial Center, Lafayette, 
Ind. May 2-4. 

World Congress of Psychiatry. Montreal, 
Canada. June 4-10. 


LaMOTTE CHEMICAL 
Chestertown, Md. U.S.A. 
Specialists in 
Colorimetric Testing Methods 
pH-Chlorine-Q.A.C.-etc. 


Field kits for food tests - 
test papers - reagents - 
Blood and Urine Tests 

Send for Illustrated catalog 
Dept. PH 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, In- 
vestigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 
THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 

128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


HENDENBURG AND VENABLE 
Consulting Chemists and Engi $ 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 
Sill Fifth Avenue, Pittsburgh 32, Pa. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, N.Y. 
SERVICE IN THE SANITARY SCIENCES 
Industrial—Municipal—Private 
Water—Sewage—Food—Air 
Analyses—Research 
Approved by N. Y. State Dept. of Health 
BERNARD NEWMAN, Ch.E., Ph.D., Director 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 


an 
Merit Systems 
Examinations Field Consultation 
American Public Health Association, Inc. 
1790 Broadway, New York 19, N. Y. 


VOL. 51, NO. 5, A.J.P.H. 


MA 


The Control of Malnutrition in Man 


For the first time condensed discussions of the major malnutrition con- 
| ditions affecting man are now available in one compact, pocket-size paper 
backed volume. Designed as a companion guide to The Control of Com- 
municable Diseases in Man, thirty different “diseases” are treated under a 
general pattern including: | 

Identification—clinical and laboratory 

Etiology 

Occurrence, both as to age and sex, and geo- 
graphical distribution 

Methods of Control—prevention and _ treat- 
ment 


The text is divided into 5 Sections, which include besides an Introduction: 


Protein and Caloric Malnutrition 
Vitamin Deficiencies 

Mineral Deficiencies 

Other Factors 


Presentation of the material is such as to make the guide particularly useful 
to health officers, public health nurses, and food and nutrition consultants. 
It should be a valuable supplement to the practicing physician. 


Chapters written by world authorities from 6 different countries; 26 col- 
laborators, W. Henry Sebrell, Jr., M.D., chairman. 


140 pages 1960 $1.50 


Published by: 
AMERICAN PUBLIC HEALTH ASSOCIATION, INC. 
1790 Broadway New York 19, N. Y. 


MAY, 1961 XXXVI 


| | 
VAC 
KS 
S 
Sy 


You save more than 
money with U.S. Savings 
Bonds. You help build a 
secure future in a peaceful 
world for yourself and your 
loved ones. 


How to save 
14th the cost of 
modernizing your kitchen 


Unlike your kitchen, United States 
Savings Bonds get better with age. 
Hold them until they mature, and 
you get back $4 for every $3 you put 
in. This means if you start buying 
Savings Bonds now, the money plus 
interest will be ready to modernize 
when you are. A modest plan will 
do it for you. 63¢ a day, for example, 
adds up in 40 months to $750 saved 
—and Bonds worth $1000 at ma- 
turity. That’s like getting a 25% 


You save more than money with U.S. Savings Bonds <O0u 


discount on your new kitchen, or 
whatever you decide to modernize. 


Why U.S. Bonds are good 
to buy and hold 


You can save automatically on the 
Payroll Savings Plan - You now 
earn 334% to maturity - You invest 
without risk - Your Bonds are re- 
placed free if lost or stolen - You can 
get your money with interest any- 
time you want it - You buy shares 
in a stronger America. 


This advertising is donated by The Advertising Council and this magazine. 
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When too many tasks 
seem to crowd 

the unyielding hours, 

a welcome 

“pause that refreshes” 
with ice-cold Coca-Cola 
= often puts things 

; into manageable order. 


US Pat OFF 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway New York 19, N. Y. 
APPLICATION FOR MEMBERSHIP 
(Please type or print 


MAILING ADDRESS 


(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
. (title) (organization) (city and state) (dates) 


PLACE AND DATE OF BIRTH 
EDUCATION (schools, dates, degrees if any) ..................c::cceseeeee 


Please complete application on reverse side. 
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Congress reports... 


in a five-year period the 

Federal Government has 

contracted with National 

Analysts for more research 

using interview techniques than 

with any other major contractor.* 


%, 

N National Analysts, Inc. 

2 aA 5 1015 Chestnut Street 


SOCIAL SCIENCE Philadeiphia 7, Penna. 
AND 
MARKETING RESEARCH 


*House Report No. 1357, 86th Congress 


(Continued from previous page) 


SECTION AFFILIATION DESIRED (choose only one) 


Health Officers 00d and Nutrition Health 
Laboratory and Child Health............Dental Health 
Statistics Health Education _.............Medical Care 
Engineering and Sanitation............Public Health Nursing Health 
Occupational Health epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name | 
and address so that the Administrative Office may procure it for you. 


(signature ) (address ) 

ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 

The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American = of Public Health and the 
Nation’s. 
16.00 
An A Method for M 
of A for Health 
Housing 
I. Nature the Method. 1945. 
Pact Appraisal of Dwelling Conditions. Vol. 
B—Field 


—Director’s $3. Vol. 


Procedures $2.00 ‘ol. C—Office Procedures. 


Part III. Appraisal of Neighborhood Environ- 
ment. 50, 00 
ic. 1767. Facsimile Delta 
Basic Princi nse Hea thful Housing. 2nd ed. 
Care of Laboratory Animals. 1954. 32 pp. ...... 75 
Chronic Disease and Rehabilitation. A ram 
Guide for State and Local Health Agencies. 


116 
of Communicable Diseases in Man. 9th 
11900. 235 p 
Control of Malnutrition in Man. 1960. 124 pp. 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. .............- $7.50 
a ee Public Health Statisticians. 6th ed. 
Special oagh ‘to members on prepaid orders only. 
Methododogy (Part II October 1960)........ 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ....... 
General Medical Care Programs in Local Health 
= to a Community Health Study. 1960. 231 


Guides ces for Handicapped Children: 
Cleft Lip and Cleft Palate—1955, 
Dentofacial Handicaps—1955. 68 p 
Epilepsy—1 2 
Handicap 
Hearin 


d Children—1955. 150 

mpairment—19 124 pp. 
isease and Rheumatic Fever—1960, 


Health Supervision of Y: Children. Guide 

for Practicing Physicians and Child Health Con- 

ference Personnel. 1960. 180 pp. .......--+++++ $3.00 
Housing an Aging Population. 1953. 92 pp. ..... $1.00 

Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public Health 

Principles for Healthful Rural Housing. Ist ed. 

Proposed Housing Ordinance. 1952. 24 pp. ...... $1.00 
Public Exposure to Ionizing Radiation. What Pub- 

lic Health Personnel Needs to Know. 1958. 

Public Health and Hospitals in the St. Louis 

—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 
Radiological Health Practice. A Guide for Public 

Health Administrators. 1959. 20 pp. ........-. 
Recommended Methods for the Mi 

Examination of Foods. 1958. 207 pp. ......... $4.50 
Standard Methods for the Examination of Dairy 

Products. llth ed. 1960. 480 pp. ........... $7.00 

Photographic Sediments Charts ............+- $2.00 
Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 


Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 
copy 


Standards for Healthful Housing: 
Planning the Neighborhood. 1960 
Planning the Home for Occupancy. 1950. 


00 
Construction and Equipment of the Home. 1951. $2.00 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 
ed. $7.00. Paper ed 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various Types of Eating 


Surfaces. February, 1953. 12 pp. 25 
Bookshelf on Epidemiol and Evaluation, The 
Medical Officer’s. April, 1957. 16 pp. ........ 35 
34 on International Health. April, 1958. 25 
Bookshelf on the History and Philosophy of Public 
Bookshelf on the Social Sciences and Public 
Health. April, 1959. pp. 35 
Bookshelf on Virology. April, 1961. 8 pp. ....... 15 
Broadened Spectrum of Health and PMMorbidity. 


Certain Aspects of the Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp. 10 
Creative Health and the Principle of Habeas Men- 


Disability — Cash Benefits Versus Rehabilitation? 


Driver Behavior and Accidents. May, 1957. 8 pp. 10 
Environmental Aspects of Staphylococcal Infections 
in Hospitals (symposium). April, 1960. 
pp 


Givers’ Dilemma. Editorial. October, 1954. 4 pp. 
. Shattuck—Still a Prophet. February, 1949. 
The Lecel and Re- 
sponsibilities. An_ official statement of the 
American Public Health Association. March, 
On the Use of  foaelgg is in the Field of Public 
Poultry Inspection. Official. Statement of APHA. 
November, 1957. 12 pp. 
Public Health Policy on Radiological Health. 
June, 1960. 4 pp. 
Quo Vadis—Public Health? June, 1960. 2 pp. .. 
State Health and Responsi- 
bilities. February, 1954. 20 pp. ............++- 
Statement on Availability ping — of Staphy- 
lococcal Phage Typing. September, 1959. ...... 
Suggested Home Accident Prevention Activities 
or Health Departments. May, 1956. 


Order from the Book Service — Advance acs Is Requested 


MAY, 1961 


$3.75 


Free 


10 


$8.00 
$2.50 
$2.50 
$2 50 
$2.30 
$2.50 
50 
Vision and Eye Problems—1956. 112 pp | | 
25 
40 
50 
-10 
35 
-10 
ax-Supporte eaith an ellare Services. jJanu- 
Financing Medical Care { Aged. Februa Tax-Supported Medical Care for the Needy. Octo- 


Takes the danger out of waste waters... effective, 
dependable HTH chlorination. In free-flowing granular form or convenient tablets 
... dry, economical HTH kills bacteria, algae and fungi fast . . . treats industrial 
wastes and sewage systems ... protects public water supplies and swimming 
pools. Comes in new, easy-to-handle 3%4-lb. plastic containers, the popular 
100-lb. drum and the 35-lb. pail. Application literature yours on request. Write: 
OLIN MATHIESON, Baltimore 3, Maryland. 


Here’s to Health... HTH. 


CHEMICALS DIVISION 
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SIMPLIFIES TUBERCULIN TESTING 
STERNEEDLE’ GUN 


The Automatic TB Case-Finding Device 
for the Heaf TUBERCULIN TEST 
The STERNEEDLE gun is an improved multiple puncture 
apparatus for rapid intradermal tuberculin testing. Based on 
the Heaf principle of multiple puncture, six needles 
contained within the STERNEEDLE cartridge mechanically 
and painlessly penetrate the skin through a previously 
applied film of concentrated PPD. Needle puncture and 
withdrawal is automatic. 
ADVANTAGES... 
® Four (4) times faster than Mantoux. 
® Faster and more reliable than Patch test. 
® Performs up to 400 tests per hour. 
® Detects reactors to 5 TU Mantoux and some 100 TU reactors. 
® No dressing required. 
® Accurate interpretation, without measurement. 
Averages 250 readings per hour. 
® Each test is uniform—puncture of 1 mm. depth 
and needle withdrawal is automatic. 


® No special skill required. 
® Painless. Ideal for testing children. 
= Eliminates hazardous and uncertain flame sterilization. 
Note: CONCENTRATED TUBERCULIN PPD 'CON- nisposable needle cartridges ELIMINATE CROSS-INFECTION. 


NAUGHT’ Is used for the STERNEEDLE test. Avail- 
able in | cc vials (sufficient for as many as 200 tests). & Low cost STERNEEDLE cartridges may be resterilized. 


Procedure for STERNEEDLE TUBERCULIN TEST: Write for literature. Personal demonstration may be arranged. 


| Top, left...Slip needle cartridge on guh with 
plastic applicator. Remove applicator. 
Top, right...Place a drop of tuberculin PPD on 
cleansed forearm. 
Bottom, left...Place gun on drop of tuberculin 
PPD. Pressure and release of handle automati- 
cally triggers and retracts the needles. 


266 South Dean Street, Englewood, New Jersey 


Bottom, right: Disposable needle cartridges and ‘ ¥ i 
applicators may be washed and sterilized for Canada: Winley-Morris Co., 4700 Prince of Wales, Montreal 
reuse, if desired. *Trademark. Pat. Pend. 
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JNIVERSITY MICROFILMS 
ED DEPT 313 N 1ST ST 
ANN ARBOR MICH 


new 


RAPID DISK METHOD 


for Detection of 
PENICILLIN in MILK 


Reliable Sensitive Practical 


Direct assay method of Arret and Kirshbaum (FDA) for 


determining presence of penicillin in milk and dairy products. 


Media BACTO — ANTIBIOTIC MEDIUM I 
BACTO — SPORULATING AGAR 
Inoculum BACILLUS SUBTILIS ATCC 6633 
Standardized Spore Suspension in 
1 ml. ampuls 
Penicillinase BACTO — PENASE CONCENTRATE 


in 20 ml. and 100 ml. vials 
BACTO — PENASE DISKS 
Standardized Impregnated Disks 


Penicillin STANDARDIZED IMPREGNATED 
Ss 


0.05 unit, 0.1 unit and other 
concentrations 


Information on request 


DIFCO LABORATORIES 


DETROIT 1 MICHIGAN USA 
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